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Abstract 
This study aimed to examine the problems faced and stress experienced 
by caregivers of discharged schizophrenic patients. Moreover, the ways they coped with 
the related burdens and their mental health conditions were focused upon. Lastly, this 
study tried to explore the interrelationships among chronic strains, perceived stress, 
mastery, coping responses and mental health outcomes of caregivers. Specifically, the 
questions of whether the occurrences of mastery (as a moderating factor) and the 
utilizations of coping responses (as a mediating factor) would influence the mental health 
of caregivers were investigated, 
� 74 subjects whose schizophrenic relatives or who themselves were 
receiving formal social services such as sheltered workshop and relative group consented 
to participate in this study. All subjects were interviewed according to a structured 
questionnaire. 
Results indicated that a significant proportion of the caregivers in this 
study suffered from poor mental health, both in terms of negative and positive mental 
health criteria. Moreover, many caregivers found it difficult to handle problems 
manifested by their schizophrenics (problems including bizzare and abnormal behaviours 
and poor volitions) and problems related to the social and emotion costs in the care of 
the schizophrenics (e.g. cannot participate in social activities due to the care of 
schizophrenics). In additions, it was found that these problems constituted to much of 
the "perceived stress" experienced by these caregivers. Concerning the overall perceived 
stress, it was revealed that over 50% of caregivers mentioned they experienced 
substantial stress caring for the schizophrenics. Lastly, as far as coping responses were 
concerned, caregivers employed more internal coping responses (i.e. relying on oneself 
to solve problems) than external coping responses (i.e. relying on external social 
resources to solve problems), thus indicating that they relied more on themselves than 
others to deal with problems and stress in their care of the schizophrenics. 
In this study, it was found that mastery as a moderator variable was 
confirmed. Thus, the more the sense of mastery caregivers have, the less the impacts of 
stress on mental health outcomes. However, coping responses as a mediator/suppressor 
variable could not be substantiated. Whereas perceived stress led to more coping 
responses, coping responses did not, in turn, lead to better mental health among 
caregiyers, Lastly, it was also found that perceived stress appeared to be a stronger 
predictor of mental health outcomes than chronic strains faced by caregivers. Thus, 
difficulties associated with the care of the schizophrenics seemed to be relevant to poorer 
mental health only to the extent that they were perceived as a source of strains. 
Implications for social work practices and for conceptual considerations 
were highlighted. Generally speaking, services gearing towards helping caregivers to deal 
with their stress and problems in the care of the schizophrenics were recommended. 
Moreover, for conceptual considerations, the moderating impacts of coping responses and 
mediating impacts of mastery should also be explored. 
Chapter One - Introduction 
Chapter One 
Introduction 
The potential benefits of community care and the harmful effects of 
institutionalization have led to the trend to deinstitutionalize mental patients from the 
hospitals and to have them return to live in the communities, both in the West and in 
Hong Kong (Walker, 1982’ and Chan, 1985). To facilitate the development of "the care 
in the communities", community-based services such as psychiatric outpatient clinics, day 
training centres and sheltered workshops have been established to provide the necessary 
support and trainings for the mentally ill. Moreover, in order to create what often 
called, "a caring community", efforts have been put to arouse the sympathetic 
understanding and acceptance of the mentally ill in the communities. 
However, due to the nature of illness of the mentally ill, their road to 
rehabilitation is often a rugged one. While some of them may experience fluctuations 
in their mental states, others may be troubled by their residual negative symptoms such 
as persistent auditory hallucination and poor volitions. Yet, others may suffer from poor 
self esteem and self-confidence (Wing, 1981). Not surprisingly, then, these problems 
often affect their smooth integrations into the communities. Moreover, coupled with the 
problems of inadequacies and disjointments of community-based services, integrations 
of the mentally ill into the communities are further hampered. 
But in spite of the difficulties found in the actualization of community care 
for the mentally ill, a large number of these people are left in the communities and are 
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usually put to the care of their families. But without sufficient knowledge and skills to 
take care of the mentally ill, and not having adequate support by community-based 
services, these families, particularly their caregivers, often feel frustrated and helpless. 
In the literature and from our clinical experiences, caregivers expressed difficulties in 
managing problematic behaviours such as bizzare behaviours manifested by the mentally 
ill. Other uttered that they have to sacrifice their family and social lives. Moreover, 
some felt that they experience a great deal of stress in their care of the mentally ill. 
Finally, some others maintained that they are frustrated with the lack of supportive 
rehabilitation services and are left on their own to handle problems of the mentally ill 
(Creex, 1975, and Hatfield, 1978). 
Notwithstanding the above-mentioned conditions of caregivers of the mentally 
ill in Hong Kong, there have been only very scanty research on and services for this 
group of people. There are, however, a lot that we need to know if we want to provide 
genuine support and services for them. For example, what difficulties are faced by 
caregivers in their care of the mentally ill? What are the sources of stress of these 
caregivers? What account for the variability of stress experienced by these caregivers? 
And lastly, what are the general health conditions of this group of people? 
‘ In this study, only several of the above questions were actually investigated. 
Specifically, since there is a lack of general understanding of the types of problems faced 
by the caregivers of the mentally ill, of the ways they cope with these problems and of 
their mental health conditions, this research had addressed these issues. Moreover, as 
it has often been argued that the availability of coping responses and a sense of mastery 
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can partially reduce the outcomes of stress, this study had also examine their 
mediating/moderating impacts on the stressors - outcomes relationship. Lastly, this study 
also attempted to examine the relationships among the above-mentioned variables so 
that a clearer picture of their relationships could be obtained. 
Chapter 2 of this report presents an account of the circumstances that give rise to 
problems and stress experienced by caregivers of the mentally ill and particular reference 
will be made towards the schizophrenics. In Chapter 3，the general conceptual 
framework with discussions of the various variables in the study will be delineated. 
These include chronic strains, mental health, coping responses and mastery. As for 
Chapter 4，.it will be a literature review of the relationships among these variables. This 
will be followed by a presentation of the conceptual model for the study. In Chapter 5， 
the research methodology which includes operational definitions of the variables, 
sampling procedures and methods of statistical analysis will be discussed. Chapter 6 will 
describe the results of this study and it will be followed by a discussion of these findings 
which are reported in Chapter 7. Lastly, Chapter 8 presents the recommendations made 
by the student researcher. 
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Chapter Two 
Circumstances Leading to Problems and Stress 
Experienced by Caregivers of Mentally 111 
This chapter intended to explore the circumstances leading to the problems 
and stress experienced by caregivers of the mentally ill, including the schizophrenics. It 
would start off by examining the various reasons for the advocacies of the concept of 
community care which allowed us to appreciate the trend to deinstitutionalize mental 
patients from the mental hospital. However, as discussions went on, it would be found 
that the nature of social disablement confronting the mentally ill, and the failures of 
community-based services had upset the noble principle of community care which —s -» 
included "care in the community" and "the caring community". Moreover, as would be 
mentioned, this trend to deinstitutionalize mental patients had created unintended 
problems. One such problem was the burdens placed on families, particularly the 
caregivers, for caring for the mentally ill, including schizophrenics. The end of this 
chapter would then present the burdens faced by these caregivers in their care of the 
mentally ill. 
2.1 Reasons Leading to the Trend of Community Care for the Mentally Til 
Community care for the mentally ill is an accepted principle of care by the 
governments, both in the West and in Hong Kong (Chan, 1985). From the literature, 
there are at least three reasons leading to this trend of community care and they are: 
(1) the harmful effects of institutionalization, (2) the success of drug treatment and 
(3) the belief in the potential positive effects of community living. 
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2.1.1 The harmful effects of institutionalizatinn: 
In the 1950's, among the psychiatrists themselves, there was the growing 
awareness of the fact that much of the symptoms and disabilities found in 
long-stay hospital patients were actually caused by living in the institutions 
(Wing, 1977)，and that if people could be prevented from coming to the 
hospital, much of the morbidity would disappear. Moreover, it was found 
that some problems known to be associated with hospital patients seemed to 
be social rather than medical, and thus, could not be effectively treated 
through the custodial care provided by the hospital staff. Hence, the urge to 
deinstitutionalize hospital patients was called for. 
� -« 
2.1.2 The success of drug treatment: 
The call towards deinstitutionalization of mental patients could not be 
possible without the success of drug treatment. It was discovered that 
psychotropic drugs have the effects of reducing the active symptoms of the 
mentally ill, and that it led to marked improvement in long stay hospital 
patients (Wing, 1981). Thus, many of the mentally ill who were once unable 
to function effectively in the community because of the influences of active 
. symptoms could return to live in the community through the support of drug 
treatment. 
2.1.3 The potential positive effects of community living � 
Pearson (1986) identified three characteristics of a community which may 
be beneficial to the mentally ill. First, community is a specific geographical 
location in which people live, have families and neighbours and where most 
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of their social and emotional support is focused. Secondly, community with 
a great deal of acceptance and tolerance towards the deviant behaviours of 
the mentally ill can benefit the mentally ill, who, otherwise will be 
hospitalized. Thirdly, community provides the security, caring and love that 
the mentally ill need on their path back to ordinary life. These characteristics 
of a caring community points to the fact that community care for the mentally 
ill does not only imply the provisions of alternatives to institutional care, but 
also the genuine commitment of members of the community to support and 
care for this group of people. In fact, as Estroff (1981) maintained, the 
success or failure of community care depends, to some extent, on altering 
communities and their members' beliefs and behaviours so that they can live 
together with the mentally ill. 
Thus, in principle, community care seems to be a better alternative to the 
care of the mentally ill than hospital care alone. However, in reality, many 
factors have affected the full expressions of community care for the mentally 
ill. Three of these factors are social disablement of the mentally ill, the 
failures of community-based services, and the failures to create a caring 
. community. Let us then, first, examine how social disablement may affect the 
full expressions of the concept of community care. 
2.2 Social Disablement Of The Mentally Til/Schizophrenics 
J.K. Wing (1981) used the term "social disablement" to denote "the state of 
an individual who is unable to perform socially up to the standards expected by 
himself or herself, by people important to him or her or by society in general" (Wing, 
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1981). In fact, according to him, there are three types of causes related to social 
disablement, and they are: (1) psychiatric impairments or symptoms associated with 
mental illness, (2) social disadvantages and (3) adverse personal reactions to 
impairments or disadvantages or a combination of both. 
2.2.1 Psychiatric impairments or symptoms: 
Intrinsic psychiatric impairments often precede the first acute attack 
(Wing, 1977)，but it is not yet known if these impairments have actually 
caused mental illness. Creer classified these impairments in terms of two 
groups of behaviours, and they are passive or socially withdrawn type of 
behaviours and behaviourial problems consisted of the more obviously 
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disturbing or social embarrassing kinds of behaviour (Creer, 1975). With 
regard to the first type of behaviours, the most common one is withdrawal 
from any social contact. Others include underactivity, lack of concentration, 
poverty of speech, flatness of affect and slowness. Those with severe 
conditions may even manifest syndromes like muteness, incontinence and 
inabilities to eat, drink and dress. 
As for the other type of behaviours, it is consisted of the more actively 
. disturbing and socially embarrassing kinds of behaviours like uncontrollable 
restlessness, bursts of overactivity, fixation of ideas which are unamendable 
to reason, odd mannerisms and self talk. Some of these behaviours can be 
embarrassing to relatives if they are acted out in public. Others may be 
dangerous to the individuals and their relatives, such as acting out under the 
influences of hallucinatory images or voices. 
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Understandably, these two types of behaviours can cause disturbances in 
social relationships among family members, and with neighbours and 
colleagues. 
2.2.2 Social disadvantage: 
Little is known whether social disadvantage found in the mentally ill is a 
cause or result of mental illness. What is known, however, is that many 
mentally ill do experience different degrees of social disadvantage. Social 
disadvantage includes things like deprived or hostile environments in the 
family or elsewhere, lack of vocational skills, stigma, poverty, unemployment, 
homelessness and lack of social support. 
It has been suggested that social disadvantage is a preventable factor that 
can maintain or amplify social disablement of an individual (Wing, 1981). 
That is, the minimization of these social disadvantageous conditions can 
reduce social disablement and enhance rehabilitation of an individual. 
From the above discussion, it should not be difficult to understand why 
many mentally ill people are social disadvantaged if one takes into 
consideration of the psychiatric impairments resulted from illnesses. In order 
, to perform at an socially acceptable level, a person must demonstrate 
adequate and appropriate social skills. But these are precisely the areas 
where some of the mentally ill have problems with. For example, a person 
who cannot concentrate well on any activity, has poor communication skills, 
is withdrawn and is slow in performance, is more likely to loss a job, leading 
to unemployment and later on, poverty. Another example is, the strained 
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relationships at home may sometimes be aggravated by the inabilities of 
family members to comprehend and deal with the psychiatric impairments 
accompanying illnesses. Regardless of whether psychiatric impairments cause 
social disadvantage, it is important to note here that social disadvantage 
creates problems of living for sufferers and their caregivers. 
2.2.3 Adverse personal reactions: 
Adverse personal reactions towards having mental illness are found 
among the mentally ill themselves. Two reasons may be ascribed to these. 
First，the changes associated with psychiatric impairments and social 
disadvantage affect an individual's perceptions towards himself and others, 
' 一 ， - -
and usually in a negative manner towards himself. Secondly, relatives and 
friends can reflect back to the individual an expectation of failure, low social 
status and etc. which further lower one's expectation and create negative 
images of himself. 
2.3 Problems with Communitv-Based Services 
To some extent, the success of community care depends on smooth co-
ordination among various community-based services for the mentally ill. However, 
according to Pearson (1986)，the provision of necessary support services has been 
piecemeal and lackadaisical. Moreover, the planned provision of facilities in the 
community has never been caught up with the flow of newly discharged patients from 
the hospitals. Thus, it was found that a large number of discharged patients are put 
back into the communities without being adequately supported by formal 
rehabilitation and social services. 
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Besides, the effectiveness of community-based services has also been under 
scrutiny, and researches concerning the effectiveness of community-based services 
were some what indeterminable. Dellario and Anthony (1981) compared three types 
of community-based services with hospitalization, and found that in in-home service 
versus hospitalization, in-home service could initially reduce the rate of relapse, but 
such effect disappeared after active service was terminated. However, no significant 
difference was found in treatment conditions on symptom reduction, social, 
instrumental and vocational functioning. In the area of day hospital and 
hospitalization, it was revealed that day hospital and hospitalization were equally 
effective in symptom reduction, but that in-patient hospitalization was more effective 
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for schizophrenics. On the other hand, patients discharged from day hospital were 
more likely to be employed and socially adapted and less likely to be rehospitalized. 
Lastly, in community clinic versus hospitalization, it was concluded that females 
treated in hospitals had significantly more positive post-treatment scores on 
interpersonal relations, depression/agitation, confusion, alcohol/druguse and outside 
social interactions than did female clients treated in clinics. For males, there were 
no significant difference. 
. Perhaps, what may be said regarding success or failure of community-based 
services is that: once treatment is withdrawn, there is no significant difference 
between the two treatment settings on symptom reduction, psychosocial functioning, 
instrumental functioning and personal adjustment (Dellario and Anthony, 1981). But 
nonetheless, services which are individualized, actively and assertively provided by 
the worker, well-co-ordinated and are ongoing rather than time-limited are found to 
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be characteristics of successful community-based services (Test, 1981). 
2.4 Problems with the Creation of a Caring Community 
As for the creation of a supportive and caring community, Estroff (1981) 
argued that it is the inabilities to foster such a community spirit that causes the 
failure of community care for the mentally ill. In the local scene, Pearson (1986) 
commented that community on the whole was not prepared to cany the burden 
related to the care of the mentally ill in the community and made objections 
vociferously known. Particularly, it was the myths and false beliefs regarding the 
behaviours of the mentally ill that had led to such overt rejections by the general 
public. Even though the government has been trying to disseminate factual and 
positive information about the mentally ill in Hong Kong, these public education 
programmes, as the student conceived, fall short of creating a caring and supportive 
community. Thus, it is not surprising to find that many people still hold false beliefs 
about the mentally ill, and that the business sectors are hesitant to hire them for 
work. 
From the above discussion, then, it is realized that although community care 
is a noble principle, it is beset with difficulties in practice. In fact, without adequate 
and co-ordinated social and rehabilitation services in the community, it is difficult, 
if not impossible, for the community to care for the mentally ill. Secondly, the 
stigma attached to mental illness has been the constant sources leading to suspicions 
and overt rejection for the returns of the mentally ill back to the community. This 
has caused much problems for policy makers and mental health professionals when 
they try to carry out programs which are in line with this principle of community 
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care. Lastly, with the large number of mentally ill returning to live with their 
families, family members have taken up the role as the primary caregivers. 
Unfortunately, the burdens placed on family members have not been adequately 
assessed, and as a consequence, society at large is not meeting the needs of these 
families (Hatfield, 1978). In fact, studies have found that poorer mental health is 
observed among relatives whose mentally ill members are living with them than the 
ones staying in the hospitals (Noh and Turner, 1987). As the present study concerns 
families of the mentally ill, this last point warrants further discussion. It is this we 
now turn to. 
2.5 Burdens Borne Bv Caregivers of the Mentally Til 
There are at least two levels of abstraction in understanding burden associated 
with the care of the mentally ill. On the one level, burden may arise from difficulties 
in managing the problematic behaviours manifested by the mentally ill within the 
households. On the other level, burden may stem from the social and emotional 
costs which are in excess of what might otherwise be expected and which are related 
to the care of the mentally ill (Gubman and Tessler, 1987). Hatfield and Lefley 
(1987) identified several of the management problems. These include: 
2.5.1 Problem in medication management: Medication management is a serious 
concern of families (Hatfield and Lefley, 1987). At present, psychotropic 
drugs seem to be the most effective ways to control the symptoms associated 
with mental illnesses. However, it has been reported by caregivers that their 
disabled relatives do not comply with treatments (Torrey, 1987). Thus, 
caregivers may have to go through all the hassles persuading and confronting 
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the mentally ill to comply with drug treatments. 
2.5.2 Problems in managing bizzare and abnormal behaviours: The mentally ill, 
especially the schizophrenics, may exhibit abnormal and bizzare behaviours 
like odd speech and unusual ideas. These behaviours can be annoying and 
embarrassing to caregivers, particularly, when these are exhibited in public. 
Moreover, these behaviours may cause a lot of anxieties and management 
problems among caregivers of the mentally ill. 
2.5.3 Problems in managing antisocial and aggressive behaviours: Some mentally 
ill may also exhibit antisocial and aggressive behaviours and caregivers and 
other family members are particularly affected by these. This is so because 
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these behaviours may cause harm to family members. Moreover, the 
unpredictability of these behaviours create a great deal of anxieties among 
caregivers. In fact, caregivers did report much difficulties and anxieties in 
handling these anti-social and aggressive behaviours (Torrey, 1988). 
2.5.4 Problems in managing social withdrawal and isolation in the mentally ill: 
Some mentally ill may withdraw from any social contact and do not involve 
in any social activities. Moreover, they may just stay home and spend their 
, time in idol. Caregivers are concerned because these behaviours are 
unproductive to the rehabilitation of their relatives, and also because they are 
worrisome of the safety of their members who stay home. Thus, caregivers 
are confronted with the problems of helping the mentally ill to engage in 
more meaningful social activities. 
2.5.5 Problems in managing self-destructive and suicidal behaviours: Self-destructive 
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and suicidal behaviours are especially distressing to the families (Hatfield and 
Lefley, 1987). Often, it evokes feelings of anxiety, helplessness, anger, guilt 
and concern. Moreover, families lack the necessary information and skills to 
manage these crises. As a result, families experience a great deal of stress. 
As for burdens stemming from the social and emotional costs associated with 
the care of the mentally ill, several researchers had made such delineations (Hatfield, 
1978，Torrey, 1988, Atkinson, 1986), which include: 
2.5.6 Financial difficulties: Although many sources may lead to financial difficulties, 
two are found to be commonly related to relatives of mentally ill. The first 
is resulted from the care of unemployed disabled members. The other source 
stems from the fact that one member may have to quit his/her job in order 
to take care of the disabled member at home. 
2.5.7 Effects on family routine: Family routine may be disrupted due to another 
member's illness. This may be a result of the irregular behaviour patterns or 
life styles held by some mentally ill such as sleeping very late at night and 
having meals at irregular hours, or routine is disrupted due to the provisions 
^ of special care for the mentally ill. 
2.5.8 Effects on social ties: Evidence showed that caregivers of the mentally ill 
experience losses of social ties due to the care of the mentally ill (Hatfield 
and Lefley, 1987). This may be so since social stigma about mental illnesses 
may isolate caregivers from other relatives and friends. Moreover, social life 
and leisure activities may be limited due to the time spend on the care of the 
"“ Page 14 
Chapter TVo - Circumstances Leading to Problems and Stress Experienced by Caregivers of Mentally 111 
mentally ill. In fact, caregivers did report that as they have to provide 
constant care to the mentally ill, they have to give up much of their 
pleasurable social activities (Torrey, 1988). 
2.5.9 Effects on family relationships: It has been reported that there are strained 
relationships among some families with mentally ill members (Torrey, 1988， 
Atkinson, 1986). This strained relationships may be resulted from the failure, 
on the part of some members, to accept the mentally ill or it may be caused 
by the differences in the ways members handle the problems of the mentally 
ill. 
2.5.10 Effects on physical and psychological health of the family members: A 
stressful emotional climate, anxieties and practical problems, can have 
harmful effects on the physical and mental health of family members. The 
study by Grad and Sainbury (1963) had shown that relatively poorer mental 
health resulted from living with mentally disturbed person was found among 
relatives. In fact, relatives themselves attributed their own emotional 
disturbances to worry and concern about the disabled member, and to the 
problems created by his presence (Noh and Turner, 1987). Moreover, several 
. s t u d i e s showed that those caring for the disabled members at home tend to 
neglect their own health (Miles, 1987). Mothers, especially, may feel that 
they are indispensable and consequently, cannot be sick themselves. 
"“ Page 15 
Chapter Three - Literature Review of the Concepts of this Study 
Chapter Three 
Literature Review of the Concepts of this Study 
General Conceptual Framework 
In order to understand the mental health conditions of the caregivers of the mentally 
ill，it is preferable to examine these within a certain framework. Here, the stress 
perspective mentioned by Pearlin is adopted. According to this perspective, stress may 
be seen as a process which is composed of three components: the stressors, responses 
and outcomes of stressors and the intervening process (Pearlin, 1981). Each component 
contains, in itself, several variables and with each variable having multiple dimensions. 
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Thus，clarity is needed to specify the nature and dimensions of each of these variables 
so that selections of dimensions in each of these variables for study can later be 
achieved. 
3.1 Stressors 
3.1.1 Life events as acute stressors: 
Stressors refer to the experiential and or objective circumstances that give 
rise to stress. Although there are several classifications of stressors 
. (Eisdorfer, 1985, Wheaton, 1983), the one commonly used is a classification 
which composes of two types of stressors: the acute stressors and chronic 
stressors (Pearlin, 1981). Life events as acute stressors have been given much 
attention in the literature and voluminous outputs of research activities 
concerning the impact of life events on individual well-being were produced 
(e.g. Lin, N” Simeone, R.S, Ensel, W.M, and Kuo, W., 1979). Perhaps, the 
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most popular conceptualization of life events is one advocated by Homes and 
Rahe (1967). According to their views, life events or life changes are defined 
as objectives experiences that disrupt or threaten to disrupt an individual's 
usual activities, causing a substantial readjustment in that individual's 
behaviour (Holmes and Rahe, 1967). Examples of life events include 
marriage, divorce, and loss of job - changes that most persons experience in 
the natural life cycle - as well as most unusual or extreme experiences such 
as front-line combat and natural disaster. Readjustments in behaviour due 
to these disruptions of eveiyday life are believed to result in disturbing 
physiological and psychological reactions (Thoits, 1982). 
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3.1.2 Chronic strains as Chronic stressors: 
Chronic strains as chronic stressors may be distinguished from acute 
stressors as the former tend to persist over longer period of time and do not 
reach a noticeable peak or high point (Wheaton, 1983) whereas the latter 
have a more clearly delimited time referent; and refer to discrete events that 
occur and then are over. Moreover, unlike acute stressors, chronic strains 
may not necessarily be initiated by discrete events (Cohen, 1983). Thus 
. c h r o n i c strains can be described as more durable and structured social and 
economic antecedents of stress and involve the more enduring problems, 
conflicts and threats that many people face in daily lives (Pearim, 1981). 
Several conceptualizations of chronic strains can be traced in the current 
literature. Pearlin and Schooler (1978) identified four types of chronic life 
strains and they are marital strains, parental strains, economic strains and 
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occupational strains. According to Pearlin (1985)，these types of strains can 
best be understood within the boundaries of major social roles and role sets. 
The sources leading to these role strains include: (1) Role Overload, a 
condition that exists when demands on energy and stamina exceed the 
individual's capacities. These demands, moreover, are experienced both 
subjectively and objectively. This role overload is commonly found in 
occupational and home maker roles as well as in specialized roles such as 
among caregivers to seriously impaired relatives; (2) Interpersonal Conflicts 
Within Role Sets - refers to problems and difficulties that arise among those 
who interact with each other in sets of complementaiy roles such as 
wife-husband; (3) Interpersonal Role Conflicts - stem from the incompatible 
demands of multiple roles when a person cannot satisfy the demands and 
expectations of one of these roles without forsaking those of the others; (4) 
Role-Captivity -- exists when one is an unwilling incumbent of a role. People 
experiencing strains of this sort usually prefer to have other roles than what 
they are having; and finally, (5) Role Restructuring - the alteractions in long 
established patterns of expectation and interaction without the changes in 
. e i t h e r the actors or role sets. Examples of these are: caring for the aged 
parents who suddenly become frail. 
While Pearlin and Schooler conceptualized chronic strains in terms of role 
strains, Noh and Turner (1987) viewed them as continuing burden generated 
from specific source of environmental conditions. In their study, this source 
of environmental conditions was the care of the mentally ill. In fact, Noh and 
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Turner identified two types of burden associated with the care of the mentally 
ill. Whereas ‘objective burden' refers to concrete problems such as financial 
hardships resulted from the care of the unemployed mentally ill, 'subjective 
burden, involved the perceptions of whether problems of the mentally ill are 
stressful or not. 
Unlike the conceptualization of chronic strains as suggested by Pearlin 
and Schooler, Noh and Turner's conceptualization focused on specific type of 
environmental conditions that gives rise to ongoing stressful experience. This 
line of conceptualization has been shared by a number of researchers who are 
primarily concerned with how chronic conditions such as the care of the 
cerebral palsy lead to stress outcomes (McCubbin & Patterson^ 1982， 
Patterson and McCubbin, 1983). Moreover, this conceptualization by Noh 
and Turner places dual emphases on both objective conditions and subjective 
experiences of stress. 
Yet, Eckenrode (1984) conceptualized chronic strains differently and 
expressed them in terms of relatively stable, ongoing and disadvantageous life 
circumstances such as low income, poor education, overcrowding and living 
. i n substandard housing. With accumulation, these life circumstances or daily 
hassles give rise to stressful experiences. In fact, Eckenrode (1984) 
maintained that daily hassles are better predictors of mental health outcome 
than stressful life events. This line of conceptualization has, indeed, led to 
further investigation of the relationships between daily hassles as chronic 
strains and mental health outcome (e.g., Wheaton, 1983). 
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The major conceptual difference between chronic strains as suggested by 
Noh and Turner and that as proposed by Eckenrode is that: the former has 
specific type of environmental conditions that generates stressful experiences, 
while the latter refers, rather, to general or ordinary disadvantageous life 
circumstances that lead to stress outcome. Moreover, Eckenrode's 
conceptualization of chronic strains emphasies the importance of the 
accumulation of such disadvantageous conditions and seems to suggest an 
additive effect of daily hassles on stress outcome. However, Noh and 
Turner's and Pearlin and Schooler's conceptualizations do not suggest such 
an effect. 
In this study, chronic strains will be examined instead of stressful life 
events. The choice is obvious in views of the fact that caregivers of the 
mentally ill suffer from the more durable and structured social and economic 
strains (Hatfield, 1987，Noh and Turner, 1987，Atkinson, 1986，Macfarlane, 
1983). Here, chronic strains are seen as concrete problems or objective 
burden faced by the caregivers in their care of the mentally ill. In fact, 
sources of burden come from, first, difficulties associated with the 
. m a n a g e m e n t of problematic behaviours manifested by the mentally ill, and 
second, burden stemmed from the social costs which are in excess of what 
might otherwise by expected and which are associated with the care of the 
mentally ill. 
Hereunder, a list of chronic strains to be studied is presented. They are: 
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a. Difficulties managing problematic behaviours: 
-problems in medication management , 
-problems in managing bizzare behaviours 
-problems in managing anti-social behaviours 
-problems in managing aggressive behaviours 
-problems in managing social withdrawal 
-problems in managing hygiene and appearance 
-problems in managing suicidal behaviours 
• problems in managing daily routines of mentally ill 
b. Burden Stemming from social and emotion costs in caring for the 
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mentally ill: 
-financial difficulties 
-disruptions in family routines 
• losses in relationships with relatives 
- p o o r family relationships 
- losses of social lives (other than relatives) 
3.2 Perceived Stress 
. I t has often been argued that one's level of experience of stress is largely 
determined by one's subjective evaluation of whether a certain condition is stressful 
or not (Lazarus and Monat, 1985 and Cox, 1978). Such a perspective points to the 
fact that it is more the perceived meaning of a potential stressor and less of the 
objective physical intensity of the stressor that best predicts stress outcomes (Cohen, 
1983). From this view, then, stressor effects are assumed to occur only when both 
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(a) the situation is appraised as threatening or otherwise demanding and (b) 
insufficient resources are available to cope with the situation (Lazarus and Folkman, 
1984). 
Baum，Singer and Baum (1981) maintained that the appraisal of each stressor 
depends on a number of factors which include attitudes towards the stressor, and 
perceptions of risk and danger. By "attitudes towards the stressor", it is referred to 
beliefs about the nature of the stressor; whether it is uncontrollable, undesirable and 
unexpected (cited from Pearlin et al, 1981). 
Perceptions of risk and danger associated with stressors may also determine 
one's experience of stress. Researchers identified that uncertainty about whether a 
condition will pose any risk or danger (Cohen, 1985) and whether there is any prior 
experience available for reference (Baum et al, 1981) may affect one's perceptions 
of whether a stressor is risky or dangerous. 
Researches regarding the perceptions of stress among caregivers of the 
mentally ill are few. However, what are available do confirm that the degree to 
which a caregiver feels stressful depends on his or her perceptions of difficulties 
related to the presence and behaviours of the mentally ill. 
. In a study by Atkinson (1986) on the differential perceptions of mental 
patients' behaviours between patients themselves and their relatives. It was found 
that relatives perceived patients' problems as problematic in spite of the fact that 
both patients and relatives had reported a significant improvement in the patients' 
functioning at the end of a therapy programme for patients. This research, thus, 
clearly pointed out that the perceptions of problems are more significant to the 
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experiences of stress among relatives than patients' problems per se. 
Similarly, Noh and Turner (1987) observed that difficulties associated with the 
presence and behaviours of patients seem to be relevant to psychological well-being 
only to the extent that they are perceived as sources of strains. In other words, the 
degree to which a caregiver feels stressful depends on his perceptions of difficulties 
related to the presence and behaviours of the mentally ill. 
It is also found that perceptions of family members towards the availability 
and adequate provision of care in the community and their satisfaction with the 
services will also affect whether they feel burdensome or not. (Atkinson, 1986) 
Moreover, whether family members perceive themselves as having the abilities 
to deal with the disabled members, their problems and effects on family members 
themselves influence their feeling of burden. 
Lastly, the perceptions of themselves and the mentally ill on the part of other 
relatives and friends can also affect their feelings of burden as well. In fact, the 
greater the stigma felt by family members, the more burdensome they feel. 
In this study, perceived stress is seen as perceptions of stress associated with 
the concrete problems experienced by caregivers in their care of the mentally ill. In 
fact? sources of stress come from, first, difficulties associated with management of 
problematic behaviours manifested by the mentally ill, and second, stress stemmed 
from the social costs which are in excess of what might otherwise by expected and 
which are associated with the care of the mentally ill. 
Hereunder, a list of perceived stress to be studied is presented. They are: 
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a. Stress related to difficulties managing problematic behaviours: 
- p r o b l e m s in medication management 
- p r o b l e m s in managing bizzare behaviours 
- p r o b l e m s in managing anti-social behaviours 
- p r o b l e m s in managing aggressive behaviours 
- p r o b l e m s in managing social withdrawal 
- p r o b l e m s in managing hygiene and appearance 
- p r o b l e m s in managing suicidal behaviours 
- p r o b l e m s in managing daily routines of mentally ill 
b. Stress stemming from social and emotion costs in caring for the mentally 
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ill: 
- f inanc ia l difficulties 
-disruptions in family routines 
- l o s s e s in relationships with relatives 
- p o o r family relationships 
- l o s s e s of social lives (other than relatives) 
3.3 Responses to/Outcomes of Stressors: 
. R e s p o n s e patterns to stressors may be manifested in multiple levels of 
organismic functioning, and it is difficult, if not impossible to formulate a construct 
that subsumes such diverse responses as the immunological and endocrine systems, 
anxiety, depression, to name but a few of these (Pearlin, 1989). Two major types of 
responses/outcomes can be identified in the literature, and they are physiological 
and psychological responses/outcomes to stressors. 
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3.3.1 Physiological responses to and outcomes of stressors: 
The best proponent of the physiological responses to stress is Han Selye 
who conceptualized stress as the non-specific physiological responses of the 
body to the demands of the environment (Selye, 1976). According to this 
view, physiological stress responses do not depend on the nature of stressors, 
but represent a universal pattern of defense reactions serving to protect the 
person. Moreover Selye maintained that this pattern of defense reactions 
progresses, with continual or repeated exposure to the stressor, through three 
identifiable stages. The alarm reaction stage when the body shows the 
changes characteristics of initial exposure to the stressor; the resistance stage, 
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characterised by the changes making the person's adaptation to the situation 
and the exhaustion stage when the necessary energy for adaptation to the 
situation may be exhausted, giving rise to disease states collectively called 
General Adaptation Syndrome. 
Manifestations of this syndrome may be gauged from the range of somatic 
problems found in those who have been under prolonged stress. In particular, 
these somatic problems include cardiovascular disease and hypertension, 
.gastrointest inal disorders such as ulcers, respiratory problems such as asthma, 
migraine headaches, fatigue, chest and back pains, diarrhoea, faintness and 
dizziness, frequent urination and insomnia (cited from Elliott and Eisdorfer, 
1982). 
3.3.2 Psychological responses and outcomes of stressors: 
Psychological responses to stressors may be divided into two forms: 
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autonomous behaviourial and cognitive-behaviourial responses (cited from 
Cox，1978). The former include responses in way of suppression of 
behaviours such as freezing and avoidance or in ways of activation of 
behaviours like flight, fight and aggression (cited from Goldberger and 
Breznitz, 1982). The latter form of responses, as Cox asserted (1978) can best 
be described as coping responses. These may be problem-oriented responses 
such as preparation against harm and seeking help from others or 
emotion-focused responses like denial, intellectualization, displacement and 
suppression (Lazarus and Folkman, 1984). 
Manifestations of the psychological outcomes of stressors can be gauged 
from the mental health conditions of individuals under stress. It is to this 
concept that we now turn. 
3.3.3 Broadly speaking, mental health denotes something more than the 
absence of mental disease and encompasses senses of well-being, wholeness 
and soundness of an individual (Engelhardt and Spicker, 1978),. From this, 
one can deduce two categories of mental health. They are (1) positive mental 
health which concerns soundness of perception and conduct and (2) privative 
. s e n s e of mental health which implies the absence of diseases (Engelhardt and 
Spicker, 197®). 
a. As far as negative mental health is concerned, Engelhardt and Spicker 
(1981) maintained that negative mental health implies the absence of 
disease. Jahoda (1956) went even further and suggested that the absence 
of disease is a necessary, but not a sufficient condition of good mental 
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health. As such, the absence of disease frees a person to engage in 
correct perception, appropriate emotion and acceptable behaviours which 
result in good mental health (Jahoda, 1956). 
In the current literature, two broad classifications of negative mental 
health may be identified. One type looks into the non-psychotic and 
global indications of poor mental health. For example, the Chinese 
version of General Health Questionnaire - 30 examines five factors 
including anxiety, depression, inadequate coping, social disfunctioning and 
sleep disturbances (Shek, 1987) which are seen as indicators of poor 
mental health, but with no intentions to tap any specific psychiatric 
problems in the subjects. It is the other type which hopes to examine the 
existence of specific psychiatric symptoms among subjects. Researches 
investigating depression among the unemployed (Lin, 1979)，and 
psychiatric symptoms of subjects (Wheaton, 1983) are good illustrations 
of this line of investigations on poor mental health, 
b. As for positive mental health, Jahoda identified four specific dimensions 
of the concept of mental health. They are: normality of behaviours, 
, adjustment to environment, unity of personality, and correct perception 
of reality (Jahoda, 1956). 
The dimension of normality of behaviours implies that performance of 
certain behaviours which deviate from the norms may be considered as 
mentally unhealthy (Jahoda, 1956). Unity of personality, as another 
dimension, concerns one's trend towards a growing independence from 
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the immediate impact of present stimuli and independence from outside 
world (Jahoda, 1956). Explaining this in psychoanalytic terms, a person 
with a unity of personality can act according to a well-integrated 
personality without conflicts among id, ego and superego (Jahoda, 1956). 
The fourth dimension is called adjustment to environment and implies an 
establishment of a workable arrangement between personal needs and 
social conditions. According to Jahoda, there are both passive and active 
adjustments to the environment (Jahoda, 1956). By passive adjustment, 
one has to adjust to the compelling forces of environment which result in 
a severe curtailments of personal needs. For example, the adjustments to 
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a caring role as a caregiver of a mentally ill may result in the curtailments 
of one's needs for interpersonal relationships. Such forms of passive 
acceptance may serve as a counter indication of mental health. In fact, 
the failure to adjust or passive adjustment to environment leads to 
psychological defects which include things like suppression of needs and 
thoughts, feeling of anxiety, worry, fear, insecurity, anger and withdrawal 
(cited from Jahoda, 1956). 
. In contrast, active adjustment may be described as one's mastery of 
environment which presupposes one's power to modify the environment 
to fit his needs. Thus, the extent to which a person has the abilities to 
modify his environment to fit his needs comes to signify whether he or she 
is mentally healthy (Jahoda, 1956). 
The last dimension is the correct perception of reality. This criterion is 
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important because accurate perception of reality will help one adequately 
grasp the reality and thus, be more able to gear into a commonly 
constructed world of everyday life and experience (Englehardt and 
Spicker, 1976). 
Rogers (1974) viewed mental health from a positive sense and identified 
two dimensions to this concept. First, good mental health involves the 
acquisition of positive self-concept. According to Rogers, a person with 
a positive self-concept is one who has trust in his own organism and is 
able to recognize his own needs and feelings. Moreover, he has also 
acquired internal self-regulation and control (Rogers, 1974，1978). The 
second dimension of mental health implies in Rogers' conception of a 
healthy personality is that of personal freedom. In his view, Rogers 
maintained that man is free, and is capable of developing himself to be 
the person he is by actualizing his own innate potentials. In fact, Rogers 
seemed to convey to us the message that it is only through the trust in 
oneself and the actualization of one's potentials that one can truly 
experience the sense of freedom. 
, There are several characteristics of this mentally healthy individual and 
according to Rogers, they are: first, he is open to new experiences which 
are both positive and negative. Secondly, he lives fully in every moment 
of existence and can respond with ease to changing experiences. Thirdly, 
he has trust in his own organism. That is, he turns inward and utilizes 
whatever resources the organism has to meet his needs, thus acquiring 
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internal self-regulation and control. Fourthly, he is able to choose freely, 
with the absence of constraints or inhibitions, between alternative courses 
of thought and actions. However, such freedom will be used properly and 
responsibly. 
Unlike Rogers, Frankl's view of mental health stresses, yet, another 
dimension and it is the finding of one's meaning in life (Frankl, 1967). 
According to him, human nature is dominated by the will to meaning, and 
that such meaning in life is important to the existence of the individual 
(Frankl, 1967). When an individual fails to find meaning in life, he or she 
in confronted by "existential frustration" which is created by vacuum of 
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perceived meaning in personal existence and manifestation of feeling of 
boredom. Such existential frustration, as Frankl asserted, may develop 
into what is called "neogenic neurosis" which is characterised by 
meaninglessness, purposelessness, aimlessness and emptiness. Thus, 
unless a person strives to search for his own meaning in life, he is 
doomed to poor mental health (Frankl, 1967). 
A mentally healthy person, according to Frankl, is one who is free to 
. choose his own course of action, is personally responsible for the conduct 
of his life, is not determined by forces outside himself, has found a 
meaning in life and has transcended the concern with self (Schultz, 1977). 
3.3.4 In this study, mental health as psychological outcomes to stressors will be 
examined. Evidence showed that individuals who experience stress are at risk 
of having poorer mental health or of developing psychiatric problems. While 
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some studies had found that working parents in Hong Kong (Shek and Mak, 
1987)，secondary school students (Shek, 1988) and caregivers of the mentally 
ill (Noh and Turner, 1987) have poorer mental health, other studies revealed 
that university students (Hwang, 1983)，adults between the age of 18-65 
(Pearlin et al, 1981) and a community sample of adults (Wheaton, 1983) have 
higher risk of developing psychiatric illnesses. 
In particular, mental health is defined in terms of both the positive and 
negative sense of mental health. Positively, it is the acquisition of meaning 
in life which will be studied. Researches regarding meaning in life of 
caregivers of the mentally ill are lacking. However, in some first-hand 
accounts about caregivers' overall feelings towards the care of the mentally 
ill, some expressed feelings of helplessness, meaninglessness and a gloomy 
future for themselves (Atkinson, 1986，Torrey, 1988). These feelings, as 
observed, may be inferred as a lack of meaning in life. Moreover, in a 
research conducted by Au (1988) on mothers caring for the mentally retarded, 
it was found that these mothers lack a sense of meaning in life. Such 
phenomena, as was hypothesized, was associated with the chronically 
. dependen t individuals (Au, 1988). A similar phenomena may exist among 
caregivers of the mentally ill as they are responsible for providing constant 
care to their chronically ill members. 
Negatively, it is the non-psychotic symptoms such as feelings of 
unhappiness and of stress which will be studied. Researches regarding the 
negative mental health of caregivers of the mentally ill are also scanty. 
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However, where available, researches did indicate that a poorer mental health 
was found among this group of people (e.g. Noh and Turner, 1987). 
3.4 The Intervening Process: 
It is now consensually accepted that the intensity of the stress that people 
exhibit cannot be adequately predicted solely from the intensity of its sources, 
whether they be life events or chronic strains. Instead, people typically confront 
stress - provoking conditions by cognitively appraising the conditions and deriving 
coping strategies accordingly (Lazarus and Monat, 1985). In fact, according to 
Lazarus and Folkman (1984)，psychological stress is a particular relationship between 
the person and the environment that is appraised by the person as taxing or 
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exceeding his or her resources and endangering his or her well-being. 
Central to this view is the role of cognitive appraisal which is broken down 
into two forms: primary appraisals and secondary appraisals. Primary appraisals are 
appraisals through which the person evaluates the significance of a specific 
transaction, whether it is irrelevant, begin - positive or stressful. (Lazarus and 
Folkman, 1984)，and it is only stressful appraisals: harm or loss, threat or challenge 
that will call forth the uses of coping strategies to deal with the impending demands. 
.Secondary appraisals, however, are appraisals through which the person 
evaluates whether certain coping actions are available, whether they will accomplish 
what 
is supposed to and whether one can apply a particular strategy or set of 
strategies effectively (Lazarus and Folkman, 1984). In secondary appraisal, coping 
resources which include physical, social and psychological resources are evaluated 
with respect to the demands of the situation. Thus, in a given stressful situation, a 
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person will evaluate whether a particular resource or a combination of these 
resources can deal with demands effectively. This brief description of the role of 
cognitive appraisal has pointed to the importance of coping as mediator/moderator 
in the stress process. Let us now turn to examine this concept. 
3.4.1 Concept of coping: 
If stress occurs when environmental demands are perceived to tax or 
exceed the adaptive capacities or resources of the individual, then coping can 
be seen as the resources and cognitive and behaviourial efforts used by the 
individual to manage these impending demands. As a concept, coping is 
multidimensional: in that, it does not represent a single variable, but as an 
一 ， - • 
umbrella term encompassing a wide range of variables. Currently, three 
broad categories of coping variables are distinguished: coping resources, 
coping styles and coping responses (Menaghan, 1982). 
a. Coping resources refer not to what people do, but what is available to 
them in developing their coping repertoires (Pearlin and Schooler, 1978). 
These resources may be physical, psychological and social. Physical 
resources refer to health and energy of the individual (Lazarus and 
, Folkman, 1984). It is hypothesized that a healthy and robust person can 
cope better with stress than a person who is frail, sick or tired. 
Psychological resources are the personality disposition or characteristics 
that people draw upon to help them withstand threats posed by events 
and objects in their environment (Pearlin and Schooler, 1978). Four types 
of resources have been given much attention in the literature and they 
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are: sense of mastery (Lazarus and Folkman, 1984, Noh and Turner, 
1987)，self esteem (Pearlin et al, 1981)，flexibility (Wheaton, 1983) and 
problem-solving skills (Janis, 1982)； Lastly, social 
resources are resources which include emotional, informational and or 
tangible support that an individual receives from his interpersonal 
networks of which he or she is a part: family, friends, fellow workers, 
neighbours and voluntary associations (Lazarus and Folkman, 1984， 
Pearlin and Schooler, 1978). 
b. Traditionally, coping refers to as traits and styles, that is, achieved 
ego-structure, that once created, presumably operate as stable dispositions 
to cope in this or that way over the life course (Lazarus and Folkman, 
1984). Perhaps, the most comprehensive categorization of coping style is 
Harm's (1985) typology of ten processes, organized into four major 
functions: cognitive functions (discrimination, detachment and means-end 
symbolization), attention-focusing functions (selective awareness), 
effective-impulse regulation functions (diversion, transformation and 
restraint) and reflexive-interceptive function (delayed response, time 
劣 reversion and sensitivity). 
c. Currently coping usually refers to as coping responses or actions, covert 
or overt, taken in specific situations that are intended to reduce a given 
problem or stress. In line with this, studies had examined strategies 
specific to a single role or a relationship (e.g. Pearlin and Schooler, 1978) 
and to a certain specific circumstances such as the care of the cerebral 
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palsy child (Patterson and McCubbin, 1983). Since this study concerns 
generalized coping responses of caregivers, further elaborations of this 
variable are needed. 
3.4.2 Various frameworks have been developed to examine the kinds of coping 
responses employed by people under stress. Pearlin and Schooler (1978) 
distinguished three broad functions of coping responses and these are: (1) 
responses that change the situation out of which strainful experience arises; 
(2) responses that control the meaning of the strainful experience after it 
occurs but before the emergence of stress, and (3) responses that function 
more for the control of stress itself after it has emerged. The first group of 
responses represents responses that are directly used to cope with life strains 
by altering or eliminating the very source of strain (e.g. seeking advice). The 
second group of responses is used to cognitively neutralize the threats that are 
experienced in life situations (e.g. positive comparisons). The third group of 
responses functions for the management of stress. Such coping mechanisms 
essentially help people accommodate to the existing stress without being 
overwhelmed by it (e.g. accept hardship because it is meant to be, forbearing 
^ will be rewarded). 
Lazarus and Folkman (1984) proposed two broad functions of coping, and 
they are emotion-focused forms of coping which are directed at regulating 
emotional response to the problem and problem-focused forms of coping 
which aim to manage or alter the problem causing the distress. 
Emotion-focused forms of coping involve cognitive processes directed at 
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lessening emotional distress which include strategies like avoidance, 
minimization, selective attention and at leading to a change in the way an 
encounter is to be appraised. One such cognitive manoeuvre is "I considered 
how much worse things could be:. Problem-focused forms of coping, in 
contrast, are often directed at defining the problem, generating alternative 
solutions, weighting the alternatives, choosing among them and acting 
(Lazarus and Folkman, 1984). Strategies aimed to change the environment 
include those for altering environmental pressures, barriers, resources and the 
like, and strategies may also be directed at the self (cited from Lazarus and 
Folkman, 1984) which include those that are used for bringing cognitive or 
一 々 - • 
motivational changes such as shifting the level of one's aspiration, finding 
alternative channels of gratifications and etc. 
Menaghan (1982) identified 4 types of coping responses: optimistic 
comparisons, selective inattention, restricted expectations and direct action. 
Optimistic comparisons is essentially an interpretative appraisal strategy, in 
which the individual uses comparative frames of reference - with others and 
with one's own past and future - in such a way that one's own situation is 
. j udged in a positive light. Selective inattention involved attempting to focus 
on positive attributes of a situation and trying to minimize the importance of 
more negative aspects. Restricted expectations involve a passive resignation 
to the inevitability of problems and a lowering of expectations for problem 
resolution in that role. Direct actions involve efforts to alter the situations, 
generally by influencing the behaviours of the relevant role compliments. 
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In the Chinese context, Hwang (1977) tried to identify the coping 
responses which are used by the Chinese people to cope with their 
environmental demands. This was done with the assumption that different 
culture may provide different socially acceptable means for its members to 
cope with demands from the environment (Hwang, 1977). Through content 
analysis, Hwang came up with five categories of coping responses employed 
by the Chinese people and some of these coping responses were seen to be 
closely related to Chinese philosophies of forbearance and of doing nothing. 
For interests, these five categories are described in here. The first 
category of coping mechanisms is related to mobilization of personal 
resources such as reliance on self (e.g. face the reality), forbearance (e.g. 
endurance of hardship), making effort to strive (e.g. overcome the difficulty) 
and confidence (e.g. optimism). The second category is related to help 
seeking from social resources. Hwang found that help could be sought from 
friends, relatives, wife, boss, experienced person, bank, government, 
fortune-teller, neighbours and parents. While the third category of coping 
mechanisms identified by Hwang is related to the appeal to supernatural 
. p o w e r (e.g. pray for Buddha's protection), the fourth category is related to the 
philosophy of doing nothing (e.g. coping with the shifting events by sticking 
to one unchangeable ways). The final category includes coping mechanisms 
related to other forms of avoidance (e.g. wishing that one's children may have 
a bright future). 
On the other hand, based on Hwang's ideas, Shek and Cheung (1990) had 
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constructed The Chinese Coping Scale to assess the coping responses of 
Chinese people to stress in martial, familial, interpersonal and occupational 
domains. Through exploratory factor analysis and confirmatory factor 
analysis, they found that coping responses of Chinese people could be 
categorized into two types: internal locus of coping which denotes one's 
reliance on self and external locus of coping which is characterized by one's 
seeking help from others. Examples of internal coping responses included 
"face the problem and devise the solution", "forbearance and remain calm" 
and "resigned to what is inevitable". As for external coping responses, 
examples included "seek help from spouse" and "seek help from relatives". 
In this study, mastery as a type of coping resources and coping responses 
will be investigated in this study. Here, with reference to Wheaton's views 
(1985)，masteiy and coping responses are seen as buffers in the 
stressors-outcomes relationship. Specifically, mastery is conceived as a 
moderator variable whose presence or availability will lessen the impact of 
stress on mental health outcomes (Wheaton, 1985). Researches concerning 
mastery as a moderator variable were scanty. However, in a study by 
.Wheaton (1983), he did find that the more the sense of mastery the subjects 
had, the less the impacts of stress on mental health outcomes. As for coping 
responses, it is perceived as a suppressor variable whose effects on stress is 
generally mobilized by increases in perceived stress, and as a result, dampens 
its overall causal impact (Wheaton, 1985). In the study by Pearlin and 
Schooler (1978), it was revealed that stress associated with job loss had 
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elicited more coping responses among subjects which, as a result, dampened 
the impacts of stress on depression. 
But among these various conceptualizations of coping responses, Shek and 
Cheung's conceptualization will be adopted in this study. In the study "locus 
of coping in a sample of Chinese working parents: Reliance on self or seeking 
help from others", Shek and Cheung (1990) had identified the various coping 
responses that are relevant to the Chinese communities. Since the present 
study involves Chinese subjects, Shek and Cheung's conceptualization is thus 
preferred. 
3.5 Empirical Research Findings of the Circumstances of Caregivers of the Mentally 111 ^ - • 
Hatfield (1978) undertook the tasks of identifying the problems and emotional 
burden faced by caregivers of the mentally ill. Subjects were generally suburban 
women of above average education and income, and who were members of an 
association for relatives of the mentally ill. 
As far as problems faced by caregivers are concerned, caregivers found that 
the primary symptoms of schizophrenia like unjustified suspicions and episodes of 
hearing voices manifested by the schizophrenics a considerable burden. Moreover, 
they were plagued by the intrusive behaviours of their relatives. Examples of these 
included physical threats, incessant argumentativeness and irregular sleeping patterns. 
Furthermore, a number of families found it painful and frustrating to live with their 
unmotivated relatives who had poor grooming and personal care. 
As for impacts of living with a mentally ill on the families, one effect often 
indicated was that other children in the schizophrenic family suffered hardship and 
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were frequently neglected. Moreover, parents as well as children were under stress. 
Furthermore, some caregivers reported to have troubled marriage due to the care 
of the mentally ill. yet, some indicated that family members feel more keenly the 
loss of time and energy for leisure activities and interpersonal relationships. 
In the area of emotional burden, some families found the stress living with a 
schizophrenic nearly "unbearable at times", fraught with "severe physical and 
emotional drain", and resulting in "feelings of utter defeat". Moreover, they reported 
having experienced a great deal of anxiety. Furthermore, there was a sense of grief 
found in caregivers as well. 
Although this piece of research helps us gain some understanding of the 
一 , - « 
problems and emotional burden of the caregivers, it has some methodological and 
conceptual problems. First, since samples were taken only from a group of suburban 
middle class and educated women, its representativeness in the population is to be 
in doubt. Secondly, the claim that caregivers are experiencing a great deal of stress, 
which was taken from inferences of data on emotional burden, is to be questioned. 
The experiences of emotional burden do not necessarily suggest the experiences of 
stress. In fact, without a more adequate conceptualization and operationalization 
of stress, it is difficult to make such a claim that caregivers are experiencing stress. 
Thirdly, in relation to the second point, it is important to distinguish the responses 
to stress from outcomes of stress, as well as physiological from psychological 
responses to and outcomes of stress. 
Another study by Spaniol (1987) explored the personal coping strategies used 
by caregivers to deal with problems in their care of the mentally ill. The most 
"“ Page 40 
Chapter Three - Literature Review of the Concepts of this Study 
commonly reported strategies were for family members to involve themselves in 
activities and hobbies that have nothing to do with mental illness. These included, 
for examples, enrolments in social clubs and engagements in meaningful work 
activities. Another group of strategies used comprised acceptance (such as 
acknowledging the reality of the disability), distancing like being selective in their 
helping and limit-setting such as being firm around behaviours they do not like. 
As for coping strategies for managing specific problems, different strategies 
were used to cope with different specific problems. In the area of medication 
management, the most commonly reported strategy was through constantly reminding 
the disabled family members. Other type was confrontation. As for strategies to 
. 一 - « 
cope with bizzare and abnormal behaviours, the most commonly reported strategy 
was to sit down and talk calmly with the disabled family members. Another 
approach was to be firm, but without relying on anger or threats. Yet, other type 
was confrontation. Strategies used to deal with anti-social and aggressive behaviours 
included keeping calm and speaking in a normal voice, calling outside help and be 
humorous. 
In the area of social withdrawal and isolation, families coped with these 
actively, involving the disabled person in family and social activities. Others 
encouraged the disabled to become involved in a social rehabilitation program. As 
for strategies used to enhance hygiene and appearance, the most common type was 
to make gentle reminders and encouragements. Another type was to focus on what 
the family members with the disability is already doing well. Lastly, in 
self-destructive and suicidal behaviours, coping strategies used were sympathetically 
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listening to their member's concerns and reaffirming their love and acceptance of the 
member. 
This research has given us much understanding of the coping strategies used 
by caregivers to deal with problems in the care of the mentally ill. Moreover, it 
re-affirms the notion that different strategies are useful to cope with different types 
of problems. However, two points about this research are worth mentioning. First, 
it has been argued that different culture copes with similar problems with different 
types of strategies. (Hwang, 1977). Thus, coping strategies identified in the west do 
not necessarily reflect strategies that may be used by a different culture such as ours. 
Secondly, this study lacks a conceptual framework on coping strategies. Such a 
framework may yield more academic interests than a lack of it. 
The third research to be discussed was one conducted by Noh and Turner 
(1987). This research aimed to explore the relationship between level of chronic 
strains and the extent of psychological distress among family members of 
ex-hospitalized psychiatric patients. Moreover, it also tried to determine the main 
effects of mastery and mediating influences of social support on the stress process. 
Results indicated that chronic strains, measured in terms of objective and 
subjective burden, showed significant but quite modest relationships with 
psychological distress. Further analysis revealed that subjective burden made a far 
more significant contribution to the variability of GHQ scores than objective burden, 
thus leading researchers to conclude that difficulties associated with the presence and 
behaviour of patients seems to be relevant to psychological well-being only to the 
extent that they are perceived as sources of strain. 
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Among the two variables, only mastery showed a statistical significant 
relationship. Social support, on the other hand, made no significant relationship to 
the GHQ scores. 
The major contributions of this research are that: first, it is one of the very 
few pieces of researches looking at caregivers' problems and mental health from a 
stress process perspective. Specifically, this research has enriched reader to the 
understanding of the relationships among chronic strains, social support, mastery and 
psychological health of caregivers of the mentally ill. Moreover, it also stimulates 
readers to explore other moderating/mediating variables in the stress process. 
However, two points are note worthy. First, the claim that "difficulties 
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associated with the presence and behaviours of patients seems to be relevant to 
psychological well-being only to the extent that they are perceived as sources of 
strain" is beset with methodological problem. This is so because sources of strain as 
indicated in the subjective and objective burden scales are different in this study, thus 
making it difficult to substantiate the claim that outcomes of stress is due to 
perceptions of sources of strains and not the sources of strains themselves. Such a 
claim can only be possible when the design is such that items of both the objective 
and subjective burden scales are the same, but with the latter emphasizing the 
perceived difficulties associated with items in the objective burden scale. As far as 
this study is concerned, then, the only claim that can be made is that: Subjective 
burden seems to account for more stress outcomes that objective burden. 
Secondly, this study had only explored the negative mental health using 
GHQ-30. However, it may be interesting to examine the positive aspect of mental 
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health of caregivers of the mentally ill. 
To conclude this section on the general conceptual framework of this study, 
it is time to put forth the research questions. Indeed, the following questions are 
raised through a review of the literature. 
(1) What stressors (chronic strains) are borne by caregivers in their care of 
the mentally ill in Hong Kong? And how often do such stressors occur? 
(2) How stressful do the caregivers of the mentally ill feel (i.e. perceived 
stress)? 
(3) What coping responses are employed by caregivers of mentally ill to deal 
with their chronic strains and perceived stress? 
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(4) What are the mental health conditions of caregivers of mentally ill in 
Hong Kong? 
(5) What are the specific interrelationships among chronic strains, perceived 
stress，coping responses, mastery and mental health of caregivers of the 
mentally ill? 
a. Are chronic strains related to perceived stress? 
» 
b. Do chronic strains faced by caregivers of the mentally ill lead to poor 
^ mental health? 
c. Does perceived stress faced by caregivers of the mentally ill lead to 
poor mental health? 
d. Are both chronic strains and perceived stress equally predictive of the 
mental health of caregivers? 
e. Does perceived stress lead to more coping responses in caregivers? 
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f. Do more coping responses lead to better mental health of caregivers? 
g. Does a sense of mastery possessed by caregivers reduce the effects of 
- subjective burdens on mental health of caregivers? 
(6) What are the relationships between personal demographic variables and 
mental health, mastery, coping responses, chronic strains and perceived 
stress in this study? 
« 
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Chapter Four 
Literature Review Concerning The Relationships 
Among the Various Variables Under Study 
4.1 
4丄1 Literature concerning the relationship between chronic strains and ment? l^ 
health 
Several studies supported the notion that chronic strains are related to 
mental health. In the study conducted by Noh and Turner (1987) on the 
relationship between level of chronic strains experienced by caregivers of the 
mentally ill (as indexed by objective and subjective family burden) and the 
extent of psychological distress as measured by GHQ - 30，it was found that 
caregivers of the mentally ill experienced considerable amount of 
psychological distress associated with the care of the mentally ill. 
Blair Wheaton (1983) found in his study that chronic strains, interpreted 
as stressful environmental conditions that have greater potential stability such 
as excessive marital problems, were significantly related to psychiatric 
symptoms selected from the pool of symptoms grouped under the diagnostic 
categories of Schizophrenia, Depression, and Anxiety Disorder. In particular, 
一 chronic strains exhibited strong and ubiquitous effects on depression and 
anxiety, and lesser effects on schizophrenia. 
Lastly, the study conducted by Pearlin et al (1981) revealed that economic 
strains antedated by involuntary job disruptions were significantly related to 
symptoms of depression such as "I certainly feel useless at times", and "I wish 
I could have more respect for myself. 
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4.1.2 Uterature concerning the relationship between chronic strains and perceived 
The study by Choy，Lam and Ngan (1990) confirmed the point that 
objective conditions of the environment have constituted to the stress 
experienced by individuals concerned. They found that global aspects of 
work, study, unusual happenings such as friends' migration, financial issues 
and interpersonal relationships such as conflicts with siblings and teachers had 
accounted for much of the perceived stress experienced by youths in Hong 
Kong. 
In another study by Hatfield (1978)，she found that family members 
一 ' 々 - • 
experienced 
stress related to the manifestations of primary symptoms of 
schizophrenics at home. These symptoms were unjustified suspicions, auditory 
hallucinations, quick changes of mood and etc. Moreover, others experienced 
stress which stemmed from the intrusive behaviours of patients. In addition, 
they found it painful and frustrating to live with an ill relative's lack of 
motivation, poor grooming and personal care. Yet, others felt keenly the loss 
of time and energy for leisure activities. 
. Thus, these two studies demonstrated that chronic strains do account for 
perceived stress experienced by individuals concerned. 
4.1.3 Literature concerning the relationship between perceived stress and mental 
health 
Two studies had ascertained the importance of perceived stress in the 
stressors-outcomes relationship. In fact, these studies pointed out that 
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perceived stress has more important bearing on the stress outcome than 
objective stressors themselves (Lazarus and Folkman, 1984, Cohen et al, 
1983). In a study by Choy et al. (1990), they found that perceived stress was 
positively and significantly related to both chronic and acute somatic 
problems. 
In another study by Cohen et al (1983) which tried to establish a global 
measurement of perceived stress, it was established that perceived stress was 
found to be a better predictor of health and health related outcome than the 
objective life event scales, thus supporting the importance of perceived stress 
in the stressors-outcomes relationship. 
4.1.4 Literature concerning the relationship among mastery perceived stress and 
mental health: moderating effects of mastery 
In the study by Wheaton (1983)，he found that mastery was able to 
moderate the impacts of stress on psychiatric symptoms of schizophrenia and 
depression, but no such moderating effects was observed on the effects of 
stress on anxiety. Thus, he concluded that moderating effects of mastery 
depended on symptom outcomes under study. 
4.1.5 一 Literature concerning the relationships among coping responses, perceived 
Stress and mental health: suppressing/mediating effects of copinp response?； 
Coping responses exert suppressing effects only when stress elicits more 
coping responses, and that coping responses thus employed enhance the 
mental health of the individuals involved. The study by Pearlin, Menaghan, 
Lieberman and Mullan (1981) gave support to the suppressing functions of 
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coping responses. They found that disruptive job events which exacerbated 
economic strains had led to the employment of more coping responses such 
as the uses of positive comparisions and demeaning the importance of money 
and monetary success. Such uses of coping responses had, in turn, reduced 
the depression found among those involved. 
4.1.6 Literature concerning the relationship between mastery and copinp responses； 
Strikland (1978) established a correlational relationship between mastery 
and coping responses and suggested that people with an internal locus of 
control were more likely than people with an external locus of control to 
engage in an information search about disease and health maintenance when 
it was relevant to their well-being and in preventive behaviours. In fact, these 
behaviours might be classified as problem-focussed behaviours. 
Similarly, Anderson (1977) also found that people with an internal locus 
of control were more likely to employ more problem-focused coping 
behaviours and fewer emotion-focused coping behaviours. The reverse was 
true for those with an external locus of control. Perhaps the major reason 
behind this phenomena lies in the fact that people who feel themselves as 
一 having control over life or over particular situation (i.e. they feel they can 
deal with the stressful situations) are more eager to employ problem-solving 
oriented behaviours. In fact, this point is well-articulated in Bandura's view 
of efficacy expectancies that the stronger the efficacy or mastery expectations, 
the more active the efforts (cited from Folkman, 1984). 
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4.1.7 Literature concerning interrelationships among variables under Study 
At closure, two interesting studies on the relationships among chronic 
strains, coping and outcomes of such experiences will be highlighted. 
Pearlin and Schooler (1978) conceptualized chronic strains in terms of 
role strains in the areas of marriage, parenting, household economics and 
I 
occupation. Coping was seen as psychological resources and coping 
responses. On the whole, it was found that coping exerts influence in the 
stress process by reducing a person's distress. However, further investigation 
revealed that in marital strains, coping resources were considerably more 
important in blocking stress than were responses. In household and 
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economics strains, coping resources were more important than coping 
responses. In parental strains, coping resources and responses had similar 
effects and lastly, in occupational strains, stress hinged much more loosely on 
psychological responses than specific responses. From this study, it can be 
concluded that different types of strains evoke different types of coping; 
whether it be coping resources or responses. 
The second study examined family coping, stressors stemmed from the 
. c a r e of the cerebral palsy and life events and family functioning. McCubbin 
et al (1982) distinguished 9 types of chronic strains, pregnancy and 
childbearing strains, financial and business strains, work-family transitions and 
strains, illness and family care strains, losses, transitions "In and Out", and 
family legal violations. Three patterns of coping were also identified and they 
were behaviours and resources aiming at (1) maintaining family integration. 
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co-operation, and on optimistic definitions of the situation, (2) maintaining 
social support, self esteem and psychological stability and (3) at understanding 
the medical situation through communication with other parents and 
consultation with medical staff. 
Result indicated that the most frequent strain report was increased 
expense for basic needs - food, clothing and etc., followed by strain in the 
area of increased medical or dental expenses. Moreover, strain arriving from 
the management of the chronically ill was also reported. As an anecdote, it 
was realized that chronic strains appeared to be more persistent as life strains 
than life events. 
一 ， - * 
Findings regarding family coping revealed that low conflict families (those 
with fewer stressful experiences) appeared to have developed a set of internal 
resources like sense of mastery, self-esteem and sense of stability. As for 
coping behaviours, it was found that mothers' coping was usually geared 
towards keeping the family together, gaining friendships and extending family 
social support and consulting with medical team. However, fathers' coping 
was characterized as keeping the stability of the family unit under stress and 
^ facilitating the care of the CP child. Moreover, it was found that both 
mothers, coping and fathers' coping appeared to be a major contributor to the 
well-being of the family under stress and ultimately led to the well-being of 
the CP member. 
4.2 From the above literature review, a path diagram on the relationships among chronic 
strains, perceived stress, coping, mastery and mental health can thus be proposed: 
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Derived from these path relationships is a set of hypotheses for the present 
study and they are: 
1. The more the chronic strains faced by caregivers, the poorer their mental 
health conditions (Path A). 
2. The more the chronic strains faced by caregivers, the more their 
experiences of perceived stress (Path B). 
3. The more the perceived stress experienced, the poorer the mental health 
conditions of caregivers (Path C). 
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4. The more the perceived stress experienced, the more the coping responses 
utilized by caregivers (Path D). 
5. The more the coping responses utilized, the better the mental health 
conditons of caregivers (Path E). 
6. The more the sense of mastery caregivers have, the less the impacts of 
perceived stress on the mental health of caregivers (Path F). 
7. Mastery correlates significantly with coping responses (Path G). 
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Chapter Five 
Research Methodology 
5.1 Definitions of concepts 
Based on the above literature review, the key concepts of this study were defined as 
follows: 
5.1.1 Definition of chronic strains: 
Chronic strains referred to the concrete problems that constitute perceived 
stress and are faced by caregivers in their care of the mentally ill. Here, the 
sources of strains come from difficulties in managing problematic behaviours 
of the mentally ill and social and emotional costs associated with the care of 
the mentally ill. 
5.1.2 Definition of perceived stress: 
Perceived stress referred to a perceptions of stress associated with difficulties 
handling concrete problems related to the care of the mentally ill. 
Essentially, this reflects a person's inabilities to utilize his or her internal and 
external resources to deal with these concrete problems. 
5.1.3 一 Definition of mental health: 
Mental health was defined both positively and negatively. Positively, it was 
referred as the acquisition of the meaning in life and negatively, it was seen 
as the absence of psychiatric disturbances such as difficulty to get to sleep, 
lack of appetite and having headaches. 
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5.1.4 Definition of coping responses: 
Coping responses were defined as the generalized behaviours employed by an 
individuals to deal with the problems associated with chronic stressors and to 
reduce the perceived stress. These responses could be categorized in terms of 
intenal locus of coping and external locus of coping as suggested by Shek and 
Cheung (1990). 
5.1.5 Definition of mastery as a form of coping resources: 
Mastery referred to the extent to which one sees life as being under one's 
personal control as opposed to being fatalistically controlled. In this sense, 
mastery could be seen as intrapsychic resources that influences one's ability 
to competently manage life's challenge. 
5.2.1 Sample Design 
As money, time and manpower were limited, the present study adopted 
a one-time cross sectional social survey design in which data were collected 
through personal interviews with a structured questionnaire. Subjects were 
taken from relatives whose schizophrenic family members were attending 
social club, day training centres and sheltered workshops run by Baptist Oi 
.Kwan Social Services, Mental Health Association of Hong Kong and The 
Steward's Social Services. Moreover, subjects were also taken from relatives 
who were attending relative groups and programs. All suitable samples were 
invited to participate in this study and only those who gave consent were 
actually interviewed. In order to identify the principle caregivers of the 
schizophrenics at home, the student first asked social club members, sheltered 
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workers and day centre trainees who their principle caregivers were, and had 
these counter checked by asking staff of these services units. Although some 
inaccuracies in identifying the caregivers could have been made, this was the 
most feasible way of identifying the principle caregivers. 
5.3.1 Design of Questionnaire 
The questionnaire consisted of the following: 
a. Chronic Strain Scale (CS) 
The measuring instrument of Chronic Strains was developed by the 
student based on the descriptions of chronic problems faced by relatives 
of the schizophrenics discussed in the works of Hatfield (1978)，Hatfield 
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and Lefley (1987)，Atkinson (1986) and Torrey (1988). By and large, 
these problems could be grouped into (i) difficulties in managing 
problematic behaviours of the schizophrenics, and (ii) social and 
emotional costs associated with the care of the schizophrenics such as 
being alienated from friends and other relatives. This scale was a four-
point scale denoting the frequency of occurrence of chronic problems 
faced by relatives. 
一 b. Itemized Perceived Stress Scale (TPS；) 
This was a self-constructed scale written by the student. Essentially, 
items of the scale followed the chronic strains scale but the focus was 
somewhat different. Here, this scale attempted to find out the subject's 
perceptions of stress associated with the chronic problems. By and large, 
this perceived stress could be group into (i) perceived stress associated 
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with difficulties in managing problematic behaviours of the schizophrenics, 
and (ii) perceived stress stemmed from social and emotional costs 
associated with the care of schizophrenics. It was a four-point scale which 
described the degree of intensity of perceived difficulties of the caregivers 
in their care of the schizophrenics. As such, it started with no perceived 
stress and extended to very substantial stress, 
c. Global Perceived Stress Scale (GPS) 
This was also a self-constructed scale with only five items. The first 
four items aimed to tap caregivers' perceived stress towards four major 
areas of difficulties associated with the care of the schizophrenics. These 
areas included, (i) problems in managing the bizzare and abnormal 
behaviours manifested by schizophrenics, (ii) problems in managing 
fluctuated and uncontrollable emotions manifested by schizophrenics, (iii) 
problems in handling social isolation and poor volitions in schizophrenics, 
(iv) problems of poor self-care found in schizophrenics. The last item 
concerned the overall stress experienced by caregivers. These items were 
included here in order to compare subjects' overall stressful experiences 
, with their culminative stressful experiences found in itemized perceived 
stress. It was a four-point scale which described the degree of intensity 
of perceived difficulties of the caregivers in their care of their 
schizophrenics, 
d. Mental Health Scales 
In this study, the General Health Questionnaire - 30 (GHQ) was 
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employed to measure the negative mental health statuses of caregivers. 
The Chinese version had been translated and proven to have good 
reliability (Shek, 1988). 
On the other hand, the Purpose In Life Scale Questionnaire (PIL) was 
used to measure the positive mental health statuses of care givers. The 
Chinese version had been translated and demonstrated to have good 
reliability (Shek, 1988). 
e. Coping Scale fCope) 
The method by which coping were measured was based on Shek and 
Cheung's ideas. In this scale, items could be categroized into internal 
—'？ -
locus of coping and external locus of coping. 
f. Mastery Scale (^ MAS) 
A scale developed by Pearlin and Schooler (1979) on mastery were 
translated and were used in this study. This scale consisted of seven items 
and was found to have good reliability in the west. 
/ 
g. Personal and Related Variables 
The final area of information was related to personal and socio-
economic variables of the caregivers. Such informaiton included age, sex; 
relations to the schizophrenics, educational attainment, marital status, 
monthly income and etc. Informaiton collected enabled us to find out 
how these variables correlated with major variables in this study. 
(Please refer to Appendix B for the English Version of the 
Questionnaire). 
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5.4 Operational path models and hypotheses in this study 
With the operationalizations of various variables in the study, path models 
with specific operational hypotheses which are based on the conceptual path model 
and conceptual hypotheses set in Section 4.2 can be formulated. 
5.4.1 Operational Path Models 
The following is a list of path models based on the operationalizations of 
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5.4.2 From these path models, the following general operational hypotheses can 
thus be set: 
(1) The more the chronic strains faced by caregivers, the more their 
perceived stress (indexed by Itemized Perceived Stress and Global 
Perceived Stress); 
(2) The more the perceived stress experienced by caregivers (indexed by 
Itemized Perceived Stress and Global Perceived Stress), the more the 
coping response (indexed by Overall Coping Responses, Internal Coping 
Responses and External Coping Responses) utilized by caregivers; 
(3) The more the Coping Responses (indexed by Overall Coping Responses, 
Internal Coping Responses and External Coping Responses) employed by 
“ " l»agc 
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caregivers, the better their mental health (indexed by General Health 
Questionnaire - 30 and Purpose In Life Questionnaire); 
(4) The more the perceived stress (indexed by Itemized Perceived Stress and 
Global Perceived Stress), the poorer the mental health (indexed by 
General Health Questionnaire and Purpose In Life Questionnaire) of 
caregivers; 
(5) The more the chronic strains faced by caregivers, the poorer their mental 
health (indexed by General Health Questinnaire and Purpose In Life 
Questionnaire); 
(6) The more the sense of mastery caregivers have, the less the impacts of 
- 一 9 ~ m 
perceived stress (indexed by Itemized Perceived Stress and Global 
Perceived Stress) on mental health (indexed by General Health 
Questionnaire and Purpose In Life Questionnaire) of caregivers; 
(7) Coping responses (indexed by Overall Coping Responses, Internal Coping 
Responses and External Coping Responses) correlate with mastery of 
caregivers. 
5.5.1 Analysis 
. U n i v a r i a t e analysis using percentage and frequency tables was first used 
to find out the characterisitcs of each variable. Analysis of variance was then 
applied to examine the relationships between demographic characteristics of 
respondents and major variables in this study. This was followed by an 
examination of correlations among variables using Pearson's Product Moment 
Correlations. Then multiple regression analysis was used to find out the 
一 一 Page ^ 
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causal and relative effects of each independent variable on the dependent 
variables. Lastly, path analysis based on multiple regression was conducted 
to example the interrelationships or causal network among variables. 
5.5.2 Reliability Tests 
Reliability tests of variables of chronic strains, mastery, itemized and 
global perceived stress, coping responses and mental health were examined 
with item-to-total correlations and Cronbach's alpha coefficients. 
5.6.1 Data Colletion Procedure 
A pretest was conducted in early January, 1990 with five subjects and 
modifications were made according to results of pretest. Actual data were 
then collected in the month of January to early April. All 74 subjects in the 
data collection period were interviewed by the student himself. 
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Results 
The results of this study will be reported in the following manner. Section 6.1 covers 
the descriptive findings of the reliabilities and means and standard deviations of scales 
used in this study. This is followed by a delineation of the general characteristics of 
respondents, and of the stress-related and mental health conditions of respondents in 
Section 6.2. In Section 6.3, correlational findings between variables will be delineated. 
Lastly, the interrelationships among various variables will be spelled out in Section 6.4. 
6.1 Descriptive Findings: Psychometric Properties of the Scales 
6.1.1 Reliability of the scales: (Using 0.2 as the criterion^ 
a. Chronic Strain Scale 
The reliability of the Chronic Strain Scale is seen in Table 1. The 
Cronbach's alpha was 0.7521. From this, it can be said that the scale was 
internally consistent and reliable. A look into the individual items showed 
^ that all items had high item - total correlations except 2，3，11, 14, 16，19， 
20，22, 23，25，26，29 and 32. For items 2 and 26, however, the item -
total correlations were in the reverse direction. 
b. Itemized Perceived Stress Scale 
The reliability of the Itemized Perceived Stress Scale can be found in 
Table 2. The Cronbach's alpha was 0.81, thus ascertaining that it was an 
"“ “ ‘ TiiTSg 
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internally consistent and reliable measurement. When individual items 
were examined with item - total correlations, all items had high item-tota] 
correlations except items 2’ 3, 11, 15, 16，20，22, 23，24, 25 and 26. Items 
25 and 26，however, were negatively correlated with other items, 
c. Global Perceived Stress Scale 
The reliability of the Global Perceived Stress Scale is shown in Table 
3. The Cronbach's alpha was 0.7813. From this result, it can be said that 
the scale was internally consistent and reliable. A closer look at 
individual items revealed that all items had high item - total correlations. 
^ - d. Coping Scale 
Table 4 concerns the reliability of the Coping Scale. From this, it is 
found that the Cronbach's alpha was 0.3439，indicating a less than 
satisfactory result regarding the internal consistency and reliability of the 
Coping Scale. 
However, a breakdown of the scale into Internal Coping Subscale and 
External Coping Subscale according to the idea suggested by Shek and 
Cheung (1991) revealed that the Cronbach's alpha were a little higher for 
‘ the two subscales with Internal Coping Scale having a score of 0.4779 and 
External Coping Scale of 0.4273. Thus these two subscales seemed to be 
a little more reliable and internally consistent measurements than Coping 
Scale. 
A further look into the item-total correlations in the Internal Coping 
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Subscale showed that all items had low correlations with one another 
except item 2, 3, 5 and 9. As for item-total correlations in the External 
Coping Subscale, all items had low correlations except items 7，13 and 14. 
Since the reliabilities and item-total correlations of these scales were 
rather low, interpretations of findings which had associations with the 
Coping Scale and its subscales should be read with cautions. 
e. The Mastery Scale 
Table 7 shows the reliability of The Mastery Scale. Since the 
Cronbach's alpha was 0.701, this scale was considered as reliable and 
…in te rna l ly consistent. A closer examination of the item - total correlations 
found that all items had high item-total correlation. 
f. General Health Questionnaire - 30 
The reliability of the General Health Questionnaire - 30 (Likert 
scoring) is shown in Table 8. The Cronbach's alpha was 0.913, thus 
indicating that the scale was internally consistent and reliable. A review 
of the individual items showed that all items had high item - total 
correlations. 
‘ For GHQ - 30 (0-0-1-1), the Cronbach's alpha was 0.8894 (see Table 
8). The result also indicated that the scale was reliable and internally 
consistent. A review of the individual items also revealed that all items 
had high item - total correlations except item 5 and 18. 
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g. The Purpose In Life Scale 
The reliability of The Purpose In Life Scale is shown in Table 9. The 
Cronbach's alpha of the scale was 0.8087 which suggested that it was a 
reliable and internally consistent measurement. A review of the item-
total correlations found that all items had high correlations except 7’ 12， 
13’ 15 and 16. Item 12 and 15 had negative signs. Since this is a well-
established scale, these results might have been caused by a small sample 
size. 
6.1.2 Means and Standard Deviations of the Items of Scales in Study! 
… The means and standard deviations of items of the Chronic Strain Scale, 
Itemized Perceived Stress Scale, Global Perceived Stress Scale, Coping Scale, 
Mastery Scale, General Health Questionnaire - 30 and Purpose In Life can 
be found in Table 10，11’ 12，13，14，15 and 16. 
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Table 3 
Reliabji^ 浏。I^ ej^ eO/caJiyCeOj 姥忠烧 f产 ics 
Item TtPm-total rnrrplatinn 
CL45Q5 
2 n W 7 
3 n(Si4Q 
4 05110 
^ n7^74 1 
Crnnhach^ alpha meffirient 0.78n 
Table 4 
Reliability Statistics 
Tt户m TtPm-tntal rnrrpl^tinn 
^ 0.2641 
2 0 7677 
3 ： 0 , 0 6 6 4 
4 0,0379 
5 02355 
^ -0 _ 7 





— 0 0874 
13 n ? m 
0 1657 
L5 0 1711 
-n 1499 
Crnnh^rh\ alpha noeffiriftnt 明 
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Table 5 Reliabili^  and Item-tot^  Cprrelation Statistics of Ihe Internal Coping Subscale 
Item hem-tata] rnrrP.lation 
^ -0,0076 
-2 0 4747 
^ 0.1969 
5 n.3?,05 
^ 0 職 
Cronbach's Alpha Coe f f ident 0.4779 
Table 6 
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Table 9 
Reliability and lUm-total Correlation Statistics of The Purpose In Life Scale 
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Table 10 
The Mean and Standard Deviation of The 32 Items In the Chronic Strain Scale 
Item M e a n s . D . 
1 L225 Lo^ 
1 L225 







19. : LZ43 
11 1：203 





12 IJ22 ^56 
L219 IM 




^ 1：054 0327 
U 3 5 
t 25 0.707 
Lm OJ^ 





32 1.230 0.786 
Mean Total 52.081 11.059 | 
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Tabic 11 
The Mean and Standard Dcviatkm of The 32 Items In The Itemized Pciccivcd Stress Scale 
hem Mean s.D. 
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^ L214 0J16 
22 L ^ 
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^ UM hm 
1.189 0.676 
Mean Total 45J14 10.340 
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Table 12 
The Mean and Standard Deviation 
of The 5 Items In Global Perceived Stress Scale 
Item Mean S.D. 
I 
I ^m ij^ 
I ^ i_m 
t 
5 2.676 ^ 
Mean Total 10.545 3.679 
Table 13 
The Mean and Standard Deviation 
of The 16 Items In The Coping Scale 
一 ' ？ - . 
Item Mean S.D. 
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- 10 Qjm 
ij^ ^ 
H LH? ^ 
^ ^ 
If ij^ ^ 
ij^ ^ 
16 1.122 
Mean Total 4.282 
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Table 14 
The Mean and Standard Deviation 
of The 7 Items In The Mastery Scale 
Item Mean S.D. 
I ^ ^ 
I ^ 0.625 
I 2丑 ^ 
f ^ 
5 
t ^ OJ^ 
7 25SA 0.665 
Mean Total 2.380 0.399 
一 - * 
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Table 15 
The Mean and Standard Deviation 
of The 30 Items In The General Health Questionnaire 
GHQ.30 (Likert) GHQ-30 (M)小 1) 
^ ^ Mean S.D 
1 ^ ^ 1 1.109 0.394 
I ^ 0£8 2 0257 0.44 
I ^ 3 0284 0.454 
1 iif! ^ 4 02U 0.414 
^ 5 0.027 0.163 
^ ^ OJ^  6 0.068 0253 
I 0£81 7 0.068 一 0253 
5 \ 8 0.014 0.116 
9 0：^ 9 0.108 — 0.313 
10 . 薦 10 0.068 一 0253 
11 ^ n 0.122 一 0329 
^ 0£1 n 0_m 0.199 
^ ^ ^ 13 0.041 一 0.199 
” 4 0£15 14 0351 — 0.481 
^ 15 0£03 0.405 
il^ ^ 16 0.358 
17 iiZ^  OJ^  17 0£6 0383 
if \ ^ ]S 0.014 0.116 
1! iH^ 19 0.135 一 0.344 20 0£32 ^ 0.199 
？i 22 0.135 0.344 
n 0297 一 0.460 
2 _ ： ？ 23 0.135 0.344 
2：^ ^ 0 _ m 0.313 
^ ^ 竺 ^ 0253 
2 ^ 0.014 0.199 
？I ii^ 2J_ 0.122 — 0329 
•雄 ？ £ 2 M 0 2 0 3 0.405 
苏 I E . W 0.041 — 0.199 
^ 2.108 0.424 30 0.122 0329 
M e a n T o t a l 63.432 6.895 M e a n toUU 3.838 4.743 
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Table 16 
The Mean and Standard Deviation 
of The 20 Items In The Purpose In Life Scale 
Item 一 Mean S.D. 
1 1419 
2 




1 l i n L958 
8 M14 U^ 
2 im L536 
一 10. 4338 L746 
U 1 4 ^ y ^ 
12 M46 0 0 7 
13 ‘ 6.568 
i m L914 
11 1743 ^ 
16 5J03 
U 1992 
18 MZ6 2J008 
12 i l i l 
20 2.824 0.627 
Mean Total 83.284 16.646 
6.2. Descriptive Findings 
6.2.1. General Characteristics of Respondents: 
a. Sex and Relations 
Among the 74 respondents, 13 of them (17.6%) were male and 61 
(82.4%) were female. Among the female respondents, 51 of them were 
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mothers，9 were older sisters and 1 were younger sister of schizophrenic. 
As for male, 7 were father, 3 were older brothers, 1 younger brother and 
2 were grandfather of schizophrenics (Table 17, Table 18). Thus, the 
majority of the caregivers in this study were mothers, 
b. Age 
The age of respondents ranged from 23 to 88 with a mean age of 55.34 
(See Table 19). The percentage of those 60 or above was 44.6% and that 
of those between 40 to 59 was 39.2%. Since 60 is officially defined as old 
age, almost half of the respondents were in old age. 
--C. Education Level of Respondents 
From Table 20’ it can be found that 23% of the respondents were 
illiterate, and 43.2% had primary education. Moreover, 28.4% of 
respondents had secondary education and 5.4% had college/university 
education. From these figures, it is revealed that 66.2% of respondents 
had low to no education, 
d. Types of Religions Held bv Respondents 
From Table 21，it can be observed that 33.8% of the respondents had 
‘ n o religion. This was followed by 27% of respondents practising ancestor 
worship. While 16.2% and 12.2% of respondents believed in Christianity 
and Buddhism respectively, 8.1% and 1.4% had Catholic and Taoist 
beliefs respectively. Lastly, there was also 1.4% of respondents believing 
in a Japanese religious sect. 
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e. Marital Status of Respondent 
This study found that 11 respondents were single, 42 were married and 
20 had spouses deceased. Thus, more than half of the respondents were 
married (see Table 22). 
f. Housing Conditions of Respondents 
There were 58.1% of respondents living in public housing estates, and 
40.5% living in self-owned flats/houses which included those of the 
Government Home Ownership Scheme. Lastly, only 1.4% respondents 
lived in rented flat. Thus more than half of the respondents lived in 
— p u b l i c housing estates (see Table 23a). 
As for the number of members in the households, it was found from 
Table 23b that 59.5% of respondents had a family size of 3 - 5 persons. 
Those having 6 - 8 persons constituted 24.4% of the respondents. Finally, 
the mean family size was 4.432 which indicated that on average, there 
were about 4.5 people living in a household (see Table 23b). 
g. Financial Conditions of Respondents 
In this study, 20 respondents were having full-time jobs, 10 were having 
part-time jobs and 44 were jobless at the time of interviews (see Table 
23c). 
As for those having employment, full-time or part-time, 60% were 
receiving personal income between $1,001 - $5,000. Whereas 30% of 
respondents had personal income between $1,001 - $3,000, 30% of 
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respondents had income between $3,001 - $5,000 (see Table 23d). 
From Table 23e, it was found that the mean of the total disposable 
family income for respondents was slightly higher than the mean of 
personal income of respondents which was 3.730. Whereas 37.8% had 
disposable family income between $3,0001 - $5,000,18.9% had disposable 
family income between $5,0001 - $7,000. Moreover, 16.2% had disposable 
family income between $1,001 - $3,000. 
Table 23f describes the principal sources of income of respondents. 
Contributions from family members ranked first which was 47.2%. This 
… i s not too difficult to be understood since many respondents were in their 
old age and were jobless. But surprisingly, only a few respondents were 
receiving Public Assistances (4.2%) and Old Age Supplement (1.4%) from 
the government. The second major source of income came from 
respondents' own incomes generated from employment which was 38.9%. 
Lastly, "relying on own saving" (4.2%) and "income generated from 
renting part of the flat to tenants" (4.2%) were sources of income of 
respondents. 
" Table 17 
Distribution of Sex of Respondents 
^ N % 
n ITS 
Female 61 82.4 
Total 74 ^ 
"“ I>agc85 
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Table 18 
Relationships of Respondents to Their Schizophrenic Relatives 
Relations N % 
Mother 51 68.9 
Older sister 9 12 2 
Father 7 95 
Older brother 3 41 
Younger sister 1 14 
Grandfather 2 2 7 
Younger brother 1 14 
Total 74 100.0 
Table 19 
一 ， - . 
Age Distribution of Respondents 
N % 
^ 12 16.2 
^ 39.2 一 
60 or above 3  幅 
Total 74 100.0 
Mean: 5538 
Table 20 
Education Level of Respondents •‘ ————— 
Types/Levels N % 
Illiterate 17 23 
Primaiy ^ 432 
Secondary 21 28 4 
College/University 4 54 
Total 74 ^ 
“ ~ P i i T S S 
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Table 21 
Types of Religion of Respondents 
Types N % 
No religion 25 33.8 
Taoism 1 14 
Ancestor worship 20 27 
Buddhism 9 12.2 
Christianity 12 16.2 
Catholic beliefs 6 8 1 
Others 1 1 4 
Total ^ 100.0 
Table 22 
Marital Status of Respondents 
Types N % 
Single n 14.9 
Married 42 56.8 
Spouse Deceased 20 27 0 
Others 1 14 
Total 74 100.0 
Table 23a 
Housing Conditions of Respondents 
Types N % 
Public Housing 43 58 丄 
Self-owned Houses 
(including those of 30 40,5 
Government Home 
Ownership Scheme) 
Rent Flat 1 14 
Total 7丄 100.0 
一 " “ 
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Table 23b 
Family Size of Respondents 
Number N % 
I n ^ 
_44 59.5 
l l ^ ^ ^ 
11 1 1.4 
Total 74 ^ 
Table 23c 
T>pes of Jobs of Respondents 
Types. N % 
Full-time 20 27.1 
Part-time 10 13 5 
Not Working 4  59 4 
Total 74 100.0 
Table 23d 
Distributions of Personal Income of Working Respondents 
Types N % 
(1) $1,000 or less 1 333 
(2) $1,001 - $ 3,000 9 30 
(3) $3,001 - $5,000 9 30 
(4) $5,000 - $7.000 2 ^ 
(5) $7,001 - $9,000 4 13333 
(6) 9,001 - $11,000 S 
Total 30 ^ 
Mean: 3.467 
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Table 23e 
Distributions of Family Disposable Income of Respondents 
Types N % 
(1) $1,000 or less 2 2.7 
(2) $1,001 - $3,000 n 16.2 
(3) $3,001 - $5,000 28 37.8 
(4) $5,001 - $7,000 14 18.9 
(5) $7,001 - $9,000 10 13 5 
(6) $9,001 - $11,000 3 4 1 
(7) $11,001 or above 5 6.9 




Sources of Income of Respondents 
Sources N % 
Salary ^ 389 
Contributions from other 34 47 2 
family members 
Old age supplement 1 1 4 
Public assistance 3 4 2 
Personal saving 3 
Income from renting 3 4 2 
part of the houses 
Unknown 2 2 7 
Total 74 ^ 
h. Characteristics of Schizophrenic Members 
In Table 24a, there are about 16.2% of respondents having two 
members in the households who were consulting psychiatrists in the 
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preceding six months prior to the time of interviews. 
For those schizophrenics who were rated by their caregivers in the 
Chronic Strain Scale and Itemized Perceived Stress Scale, 28.4% of them 
having consulted psychiatrists for more than 13 years, 20.3% had seen 
psychiatrists for 3 - 5 years, and the same percentage were found or those 
who had consulted psychiatrists for 6 - 8 years. Moreover, 17.6% of them 
had seen psychiatrists for 9 - 12 years, and lastly, 13.5% had consulted 
psychiatrists for less than 2 years. Thus, more than 65% had seen 
psychiatrists for 6 years or more. 
… “ A s far as the number of years the schizophrenics residing with 
respondents was concerned, 91.9% of them had lived with respondents 
since birth. Thus, the majority of schizophrenics in this study had been 
residing with their caregivers all along their lives. 
Besides the caregivers, other members in the households had also 
taken a share in caring for the schizophrenics. From Table 24d, 20 
respondents mentioned that at least one other member in their 
households giving care to their schizophrenics. These other caregivers 
were mothers, daughters, younger sisters and others. 
Table 24a 
Number of Family Members Consulting Psychiatrists 
Number N % 
1 §2 
? 12 
Total 74 100.0 
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Table 24b 
Number of Years of Psychiatric Consultations of Schizophrenics 
Number of Year N % 
Oj^ W 13^  
3j_5 
^ 
9- 12 13 17^  
13 or above ^ ^ 
Total 74 100.0 
Table 24c 
Number of Years schizophrenics Residing with Respondents 
Number of Year N % 
OjJ 4 14 
一 -• 6 - 10 2 2J 
> 
Since birth ^ 91^ 
T o ^ 74 100.0 
Table 24d 
Other Caregivers of Schizophrenics at Home 
Relations N % 
Mother 5 ^ 
Daughter 2 ZH 
Younger sister 2 Z l 
‘Others 11 
m 54 73^ 
Total 74 100.0 
• Others included wives, husbands, grandparents and grandsons. 
i. Respondents' Satisfactions with Social Workers 
There were 32 respondents (43.2%) who had seen social workers in 
the preceding six months before the time of interviews. Among these 32 
respondents, 5 of them (15.6%) felt dissatisfied with the social workers 
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and found them not helpful to their families. But 27 respondents (84.4%) 
uttered they were satisfied with their social workers (see Table 25a and 
Table 25b). 
j. Sources of Respondents 
From Table 26，it is found that 20.3% of respondents were referred 
from Day Activity Centres where their schizophrenic relatives were 
undergoing training; 28.4% from sheltered workshops where their 
schizophrenic relatives were sheltered workers; 33.8% respondents were 
themselves of relative groups/programmes and 17.6% were referred from 
一， social clubs where their schizophrenics were attending. 
\ 
F S ^ 
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Table 25a 
Number of Respondents Who Had Seen 
Social Workers in the Preceding Six Months Prior to Interviews 
Yes/No N % 
^ n 43^ 
m 42 ^ 
Total 14 
Table 25b 
Number of Respondents Who Agreed That Social Workers Were Helpful to Them (For Respondents Who Had Seen Social Workers Only) 
Satisfied/Dissatisfied N % 
Dissatisfied 5 ^ 
Satisfied ^ ^ 
Total 32 100.0 
Table 26 
Sources of Respondents 
Sources N % 
Respondents with schizophrenics 15 203 attending DACs 
Respondents with schizophrenics 21 28.4 attending Sheltered workshops 
Respondents participated in relative 25 33.8 groups/programmes 
Respondents with schizophrenics 13 17.6 attending social club 
Total 74 100.0 
9 ； 
6.2.2. The Stress-related and Mental Health Conditions of Respondents: 
a. Chronic Strains Faced by Respondents (Using 20% as the criterion) 
The percentage scores in the columns "Occasionally" and "Always" 
under the Chronic Strain Scale were added up to produce a composite 
percentage score of "frequently occurred strains" faced by respondents. 
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From Table 27, it was found that strains which were often faced by 
respondents included item 1 "not taking drugs on scheduled time" 
(29.7%), item 6 "bizzare behaviours of schizophrenics" (50.7%), item 7 
"fluctuation of emotions in schizophrenics" (47.3%), item 8 "bizzare 
thoughts of schizophrenics" (32.5%), item 10 "unjustified demands" 
(25.6%), item 12 "idol at home" (25.7%), item 13 "schizophrenics' refusal 
to perform household duties" (63.5%), item 14 "schizophrenics' refusal to 
participate in any social activities" (38.2%), item 15 "schizophrenics' 
refusal to go to work" (27.1%), item 16 "schizophrenics' spending a great 
-.deal of time in bed" (40.6%), item 17 "Irregular daily living Patterns" 
(24.4%), item 18 "schizophrenics neglect of personal hygiene" (33.8%), 
item 21 "no control over spending", item 27 "respondents cannot join 
friends/other relatives due to care of schizophrenics" (29.8%), item 28 
"household living affected due to care of schizophrenics" (27%), item 30 
"respondents cannot participate in social activities due to care of 
schizophrenics" (28.4%) and item 31 "disputes among family members due 
to differences over care of schizophrenics" (37.9%). 
劣 When these strains were categorized according to the classifications 
suggested by Hatfield and Lefley (1987), and Hatfield (1978), respondents 
in this study faced management problems in the areas of strains related 
to bizzare and abnormal behaviours manifested by schizophrenics (item 
6, 7，8，10); strains associated with poor volitions among schizophrenics 
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(item 12’ 13’ 15, 16) and strains related to the social and emotional costs 
arisen from the care of the schizophrenics (items 27，28，30，31). 
b. Itemized Perceived Stress Experienced by Respondents (Using 15% as the 
criterion) 
Percentage scores in the columns "substantial" and "very substantial" 
under the Itemized Perceived Stress Scale were added up to produce a 
composite percentage score of "substantial perceived stress" experienced 
by respondents. 
From Table 28, the most stress experienced by respondents are found 
一， ..in item 1 "not taking drugs on scheduled time" (23%), item 6 "bizzare 
behaviours of schizophrenics" (24.3%), item 7 "fluctuation of emotions in 
schizophrenics" (33.8%), item 8 "bizzare thoughts of schizophrenics" 
(18.9%), item 13 "schizophrenics' refusal to perform household duties" 
(17.6%), item 14 "schizophrenics' refusal to participate in any social 
activities" (16.2%), item 15 "schizophrenics' refusal to go to work" 
(17.6%), item 16 "schizophrenics spending a great deal of time in bed" 
(16.2%), item 17 "schizophrenics with irregular daily living pattern" 
" (16.2%), item 18 "schizophrenics' neglect of personal hygiene" (20.3%), 
item 27 "respondents cannot join friends/other relatives due to care of 
schizophrenics" (17.6%), item 28 "household living affected due to care of 
schizophrenics" (16.2%), item 29 "financial difficulties" (15.9%), item 30 
"cannot participate in social activities due to care of schizophrenics" 
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(17.6%) and item 31 "disputes among family members due to differences 
over care of schizophrenics" (23%). 
A further categorization of these items revealed that respondents 
experienced stress which stemmed from "bizzare and abnormal behaviours 
manifested by schizophrenics (item 6，7’ 8); stress related to poor volitions 
found among schizophrenics (item 13, 15，16) and stress associated with 
the social and emotional costs arisen from the care of the schizophrenics 
(item 27，28，30, 31). 
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Table 27 
Percentage of Responses to the Various Items in the Chronic Strain Scale 
Item Never Rarely Occas- Always C + D 
(A) (B) ionaUy (D) % (Q 
•1. Not taking drugs on scheduled time 50 20.3 18.9 10.8 29.7 
2. Only take certain drugs and neglect others 95.9 0 2.7 1.4 4.1 
3. Take the wrong medications 90.5 2.7 2.7 4.1 6.8 
4. Refuse to take medications 83.8 5.4 4.1 6.8 10.9 
5. Refuse to go for medical follow-ups 87.8 2.7 1.4 8.1 9.5 
•6. Bizzare behaviours (e.g. self-muttering) 43.2 4.1 203 32.4 50.7 
•7. Fluctuation of emotions (e.g.temper tantrum) 37.9 14.9 29.7 17.6 473 
•8. Bizzare thoughts ^ M 6.8 25.7 32.5 
9. Destructive behaviours (e.g. damage 89.2 6.8 2.7 1.4 4.1 
household properties 
•10. Unjustified demands 73 1.4 4.1 21.6 25.6 
11. Have suicidal thoughts or/and attempts 82.4 0 14.9 2.7 17.6 
•12. Idol at home 71.6 2.7 10.8 14.9 25.7 
•13. Refuse to perform household duties 29.7 6.8 16.2 473 63.5 
*14. Refuse to participate in any social 58.1 6.8 9.5 25.7 38.2 
activities 
•15. Refuse to go to work 68.9 4.1 6.8 203 27.1 
*16. Spend a great deal of time in bed 54.1 5.4 4.1 36.5 40.6 
*17. Irregular daily living patterns 71.6 4.1 14.9 9.5 24.4 
•18. Neglect of personal hygiene 58.1 8.1 17.6 16.2 33.8 
19. Leave house without informing others 78.4 5.4 5.4 10.8 16.2 
20. Gambling habits 91.9 4.1 4.1 0 4.1 
•21. No control over spending 77 0 6.8 16.2 23 
22. Drunk and cause troubles 973 2.7 0 0 0 
23. Sexual promiscuity ^ 0 ^ 0 2.7 
24. Irregularity of work TM ^ 2.7 16.2 18.9 
25. Borrow money form you 90.5 1.4 4.1 4.1 8.2 
26. While living together, you receive 98.6 1.4 0 0 0 
complaints from neighbours concerning 
schizophrenics 
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•27. Cannot join friends/other relatives due to 64.9 5.4 12.2 17.6 29.8 
care of schizophrenics 
•28. Household living affected due lo care of 63.5 9.5 5.4 21.6 27 
schizophrenics 
29. Financial difficulties 71.6 9.5 10.8 8.1 18.9 
•30. Cannot participate in social activities 62.2 9.5 8.1 203 28.4 
due to care of schizophrenics 
*31. Disputes among family members arisen from 54.1 8.1 203 17.6 37.9 
differences over the care of 
schizophrenics 
32. Cannot go out to work due to care of 91.9 0 1.4 6.8 8.2 
schizophrenics 
* Items with highest response rates from respondents by adding scores in columns 
"Occasionally" and "Always". 
一 ， - • 
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Table 28 
Percentage of Responses to the Various Items 
in the Itemized Perceived Stress Scale 
Item Nil Little Substantia 丨 Veiy C + D 
(A) (B) ( Q Subs- % 
tantial 
(D) 
•1. Not taking drugs on scheduled time 58.1 18.9 16.2 6.8 23 
2. Only take certain drugs and neglect others 95.9 2.7 0 1.4 1.4 
3. Take the wrong medications 94.6 1.4 2.7 1.4 4.1 
4. Refuse to take medications 87.8 6.8 0 5.4 5.4 
5. Refuse to go for medical follow-ups 89.2 2.7 1.4 6.8 8.2 
•6. Bizzare behaviours (e.g. self-muttering) 52.7 23 10.8 13«5 24.3 
•7. Fluctuation of emotions (e.g. temper tantrum) 50 16.2 13^ 20.3 33.8 
•8. Bizzare thoughts 73 8.1 8.1 10.8 18.9 
9. Destructive behaviours (e.g. damage household 87.8 1.4 6.8 4.1 10.9 
properties) 
10. Unjustified demands 75.7 9_5 5.4 9S 14.9 
11. Have suicidal thoughts and/or attempts 85.1 5.4 1.4 8.1 9S 
12. Idol at home 74.3 12.2 95 4.1 13.6 
• 13. Refuse to perform household duties 55.4 27 12.2 5.4 17.6 
• 14. Refuse to participate in any social activities 67.6 16.2 10.8 5.4 16.2 
•15. Refuse to go to work 71.6 10.8 m 4.1 17.6 
•16.. Spend a great deal of time in bed 71.6 12.2 ^ 8.1 16.2 
•17. Irregular daily living patterns 77 6.8 135 2.7 16.2 
•18. Neglect of personal hygiene 66.2 13«5 6.8 135 2 0 3 
19. Leave house without informing others ^ ^ ^ 6.8 13.6 
20. Gambling habits 97.3 2.1 0 0 0 
21. No control over spending 79.3 8.1 6.8 5.4 12.2 
22. Drunk and cause troubles 100 0 0 0 0 
23. Sexual promiscuity 97.3 0 1.4 2.8 
24. Irregularity of work 79.7 6.8 ^ 4.1 13.6 
25. Borrow money from you 91.9 6.8 1.4 0 1.4 
26. While living together, you receive complaints 98.6 1.4 0 0 0 
from neighbours concerning schizophrenics 
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•27. Cannot join fricnds/othcr relatives due to 66.2 16.2 2.7 14.9 17.6 
care of schizophrenics 
•28. Household living affected due to care of 633 14.9 2.7 18.9 21.6 
schizophrenics 
•29. Financial difficulties 75.9 95 8.1 6.8 15.9 
•30. Cannot participate in social activities due 68.9 13J 2.7 14.9 17.6 
to care of schizophrenics 
•31. Disputes among family members arisen from 60.8 16.2 6.8 16.2 23 
differences over the care of schizophrenics 
32. Cannot go out to work due to care of 91.9 1.4 2.7 4.1 6.8 
schizophrenics 
* Items with highest response rates from respondents by adding scores in column 
"Substantial" and "Very substantial". 
c. Global Perceived Stress Experienced by Respondents (Using 15% as the 
一’ "criterion) 
Same with the above scale, the percentage score of "substantial global 
perceived stress" of individual items was obtained by adding up 
percentage scores of that item found in columns "substantial" and "very 
substantial". 
From Table 29’ it is found that over half of the respondents 
experienced "substantial" and "very substantial" stress (item 5) living with 
their schizophrenics. Stress stemmed from fluctuated and uncontrollable 
emotions manifested by schizophrenics (item 2) ranked second with a 
percentage score of 36.5%, and this was followed by stress related to 
social isolation and poor volition (item 3) found in schizophrenics which 
had a percentage score of 28.4%, and by stress related to bizzare and 
abnormal behaviours of schizophrenics (item 1) which had a score of 
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28.3%. Lastly, stress related to poor self care in schizophrenics 
constituted 20.3% of stress experienced by respondents (item 4). 
Table 29 
Percentage of Responses to the Various Items 
in the Global Perceived Stress Scale 
Item Nil Little Substan Very C + D 
(A) (B) -tial Substan- % 
(C) tial m 
1. Stress stemmed from Bizzare and abnormal 41.9 29.7 17.6 10.8 283 
behaviours manifested by schizophrenics 
2. Stress related to fluctuated and 45.9 17.6 20.3 16.2 36.5 
ui^ntrollable emotions manifested by 
schizophrenics 
3. Stress stemmed from social isolation and 32.4 39.2 13.5 14.9 28.4 
poor volitions in schizophrenics 
4. Stress related to poor self care in 51.4 28.4 16.2 4.1 203 
schizophrenics 
5. Overall stress experienced by respondents 9.5 36.5 31.1 23 53.1 
d. Coping Responses of Respondents 
The percentage scores of individual items in the column "often" and 
"always" were summed up to produce a composite score for "the most 
frequent response" of the individual items. From Table 30，it is realized 
that the most commonly used coping responses employed by respondents 
were item 1 "Face problems and derive solutions" (67.6%), item 2 "Be 
patient and calm" (55.4%), item 3 "Be positive" (41.9%), item 4 "Accept 
the problems in passivity" (64.8%), item 5 "Adopt the attitude of a 
sailboat going with the current will automatically pass through the arches 
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of a bridge" (36.5%), item 6 "Adopt the attitude of coping with the 
shifting events by sticking to one unchangeable way" (40.5%), item 9 "Do 
something to make oneself more happy" (32.4%) and item 13 "Seek help 
from doctor and/or other medical professionals" (28.4%) 
According to the classifications of coping suggested by Shek and 
Cheung (1991)，those most frequently used responses in this study might 
be grouped into internal coping responses (item 1,2,3,4,5,6,9), and into 
external coping responses (item 13 only). Thus, it is observed that 
respondents depended on themselves rather than others to deal with the 
一， problems and stress in their care of the schizophrenics. 
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Table 30 
Percentages of Coping Responses of Respondents 
Item Never Rarely Often Always C + D 
(A) (B) (C) (D) % 
Face problems and derive 21.6 10.8 23 44.6 67.6 
solutions 
•2. Be patient and calm 13.5 31.1 40.5 14.9 55.4 
*3. Be positive 33.8 24.3 28.4 13.5 41.9 
*4. Accept problems in passivity 18.9 16.2 35.1 29.7 64.8 
*5. Adopt the attitude of "a sailboat 
going with the current will 43.2 20.3 25.7 10.8 36.5 
aufomatically pass through the 
arches of a bridge" 
Adopt the attitude of "coping with 40.5 18.9 29.7 10.8 40.59 
the shifting events by sticking to 
one unchangeable way" 
7. Smoke and drink 94.6 4.1 0 1.4 1.4 
8. Take drugs 86.5 5.4 1.4 6.8 8.2 
*9. Do something to make oneself 54.1 13.5 13.5 18.9 32.4 
more happy 
10. Blame others 78.4 10.8 6.8 4.1 10,9 
11. Stay away from any social 79.7 9.5 6.8 4.1 10.9 
contacts 
12. Seek help from colleagues 90.5 6.8 2.7 0 2.7 
•13. Seek help from doctors and or 58.1 13.5 18.9 9.5 28.4 
other professionals 
14. Seek help from friends 11^  16.2 4.1 2.7 6.8 
15. Seek help from social workers 59.5 24.3 12.2 4.1 16.3 
16. Seek advice from fortune tellers 90 6.8 2.70 0 2.7 
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e. The Psychological Weil-Being of Respondents 
i. GHO-3Q 
From Table 31’ based on the 0-0-1-1 scoring method, with 5/6 as 
the cut off point, (Shek, 1988), 31.1% of respondents (N = 23) were 
considered as "at risk" of having poor mental health. When this 
percentage was compared to that of working parents in Hong Kong 
(Shek and Mak, 1987) using GHQ-60 which was 26.5%, respondents 
in this study had a much higher prevalence rate. 
Table 31 
General Mental Health Questionnaire • 30 
(Based on the 0-0-1-1- scoring method and 5/6 cut off criterion) 
Case/Non-Case N % 
Case 23 31.10 
Non-case 51 68.90 
Total lA 100.00 
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Table 31a 
Percentage of Responses to the Various Items 
in the GHQ-30 (Likert，s Scoring) (Using 15% as the Criterion) 
Item A (%) B (%) C (%) D (%) C + D (%) 
*1 lA 79J_ ^ ^ 10.0 
*2 ^ IJ^ ^ AA 25.7 
” 4A ^ ^ ^ 28.4 
*4 ^ ^ ^ 5.4 21.6 
5 ^ ^ 0.0 2.7 
6 ^ ^ M lA 6.8 
7 ^ ^ M 6.8 
8 ^ ^ ^ M 1.4 
9 lA ^ ^ U 10.9 
10 1.4 91.9 M \A 6.8 
11 5.4 ^ m M 12.2 
12 4.1 91.9 ^ U 4.1 
13 1.4 ^ 4A M 4.1 
*14 1.4 ^ ^ ^ 35.1 
本 15 4.1 75.7 ^ M 20.3 
16 2.7 ^ ^ \A 14.9 
*17 1.4 m ^ lA 17.6 
18 1.4 97.3 lA 1.4 
19 ‘ 2.7 83.8 m lA 13.6 
20 1.4 ^ 4.1 
21 1.4 m 135 13.5 
*22 1.4 ^ ^ M 29.7 
23 4.1 ^ ^ lA 13.6 
24 4.1 m M 10.8 
25 2.7 90.5 6.8 0.0 6.8 
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2 6 4A 91.9 4.1 0.0 4.1 
2 7 \A ^ ^ ^ 12.2 
•28 ^ 77^ ^ ^ 20.3 
2 9 ^ ^ lA 4.1 
30 2.7 85.1 10.8 1.4 12.2 
•工terns with the highest response rate by adding scores in column C & D. 
ii. Purpose-in-life Scale (PIL) 
The range of scores of the Purpose-in-life Questionnaire was 
between 47 to 123. Although the PIL was not primarily designed to 
detect cases, based on the cut off point of 95/96 (Shek and Mak, 
1987)，there were 57 respondents (78.4%) who could be considered as 
- 一 ， - -
lacking purposes in life. When this percentage was compared to that 
of working parents in Hong Kong which was 53.7% (Shek and Mak, 
1987)，respondents here had a much lower sense of purpose in life. 
Table 32 
Purpose-in-life Scale (Based on the 95/96 cut off 
Criterion) 
Case/Non-case N % 
Case 57 78.4 
Non-case 17 21.6 
Total lOO 
f. The sense of mastery of respondents 
The mean score of the Mastery Scale of respondents was 18.34 as 
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observed in Table 7. When compared this to the mean score of 23.55 
obtained from a study of 85 married couples from a community sample 
(Folkman et al, 1980)，respondents in this study could be seen as having 
relatively lower sense of mastery. However, more comparisons with 
diversified samples are warranted in order to determine the degree of 
sense of mastery of respondents. 
6.3 Correlational Findings 
6.3.1 Demographic data and variables 
…a. -Demographic data and chronic strains 
The results of the analysis of variance between demographic data and 
chronic strains are shown in Table 33. It was found that a significant 
relationship existed between religion and chronic strains, indicating that 
those who believed in Buddhism and Christianity reported to have more 
chronic strains and those who had Catholic and Taoist beliefs, and belief 
in a Japanese sect had lowest chronic strains (Table 33a). Moreover, a 
significant relationship was also found between family income (disposable) 
" and chronic strains. Thus, those who had family income between $5001 
and $11000 had highest chronic strains. Lastly, there was a significant 
relationship between those who had seen social workers and chronic 
strains. In addition, those who had seen social workers reported to have 
higher chronic strains than those without. 
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b. Demographic data and itemized perceived stress 
From Table 34，it was found that significant relationships existed 
between family income (disposable) and itemized perceived stress; sources 
of respondents and itemized perceived stress and respondents who had 
seen social workers and itemized perceived stress. Further analyses 
indicated that those who had income between $5001 and $11000 had 
highest itemized perceived stress (Table 34a). Moreover, respondents 
who themselves were members of relative groups and whose schizophrenic 
relatives were attending Day Training Centre reported to have more 
一， -itemized perceived stress (Table 34b). Yet, those who had seen social 
workers had higher itemized perceived stress than those without (Table 
34c). 
c. Demographic data and global perceived stress 
An analysis of variance between demographic data and global 
perceived stress revealed that there were significant relationships existed 
between sources of respondents, respondents who had seen social workers 
and global perceived stress (Table 35a). 
" A review of the data indicated that respondents who were themselves 
members of relative groups and whose schizophrenic relatives were 
attending Day Activity Centre had more global perceived stress whereas 
those whose schizophrenics were members of a social club had lowest 
global perceived stress (Table 35b). 
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d. Demographic data and coping 
The results of an analysis of variance between demographic data and 
coping showed that significant relationships were found between age, 
sources of respondents, respondents who had seen social workers, family 
income (disposable) and coping (see Table 36). Further analyses revealed 
that respondents who were 61 or above had utilized less coping responses 
(Table 36a). Moreover, those who had family income between $5,001 and 
$11000 had employed more coping responses than those who had family 
income (disposable) $5000 or below (Table 36b). In addition, 
一， respondents who were in relative group and whose schizophrenic relatives 
were in Day Training Centre had employed more coping responses than 
those whose schizophrenics were attending social club (Table 36c). 
Lastly, respondents who had seen social workers were found to have used 
more coping responses than those without (Table 36d). Thus, those who 
were old, and had relatively fewer income utilized less coping resources. 
e. Demographic data and GHO-3Q (Likert Scoring method and 0-0-1-1 
scoring method) 
" From Table 37，it was observed that no significant relationship was 
found between GHQ-30 (Likert Scoring method) and all variables in the 
demographic data of respondents but there existed a significant 
relationship between sex and GHQ (0-0-1-1 scoring method) which 
indicated that female respondents were found to have poorer mental 
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health than male respondents (Table 38 and Table 38a). 
f. Demographic data and purpose in life 
An analysis of variance between demographic data and purpose in life 
revealed that significant relationships existed between age, marital status, 
respondents' relationships with schizophrenics, family income (disposable) 
and demographic data. 
From Table 39a，it was found that those who were 60 or above had 
lowest purpose in life and those whose ages were between 20 and 40 had 
the highest purpose in life. Moreover, respondents who were single had 
highest purpose in life and this contrasted with those whose spouses had 
deceased. They were found to have lowest purpose in life (Table 39b). 
Furthermore, respondents who were sisters and brothers of schizophrenics 
had highest purpose in life whereas those who were mothers and fathers 
of schizophrenics had the lowest purpose in life (Table 39c). Lastly, 
respondents had family income above $11000 were having higher purpose 
in life than the respondents who had family income (disposable) $5000 or 
below (Table 39d). Thus, the relatively poor, the aged, parents of 
" schizophrenics and those with deceased spouses had lowest purpose in life 
in this study. 
g. Demographic data and sense of mastery 
From Table 40, it was realized that significant relationships existed 
between age, sex, marital status, respondents' relationships with 
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schizophrenics, family income (disposable) and mastery. Here, 
respondents whose age were 60 or above had lowest sense of mastery and 
those aged between 20 and 40 had the highest sense of mastery (Table 
40a). Moreover, female respondents were found to have lowest sense of 
mastery than male respondents (Table 40b). In addition, respondents 
who were singleton were identified to have highest sense of mastery 
whereas respondents whose spouses had deceased had lowest sense of 
mastery (Table 40c). Furthermore, respondents who were mothers of 
schizophrenics had the lowest sense of mastery (Table 40d). Lastly, 
一 -respondents with income below $5,000 had lower sense of mastery than 
those with medium and high income (Table 40e). Thus, the aged, 
females, mothers and those with deceased spouses had poorer sense of 
mastery. 
Table 33 
ANOVAs of Chronic Strains by 
Personal Characteristics of Respondents 
Pcisonal Characteristics F-Statistics 
Age 0.7480 (2 df) N.S. 
Sex " 0.0762 (1 df) N.S. 
Marital Status 0.2713 (3 df) N.S. 
Religion 3.0262 (6 dQ • 
Housing 1J152 (3 dQ N.S. 
Relationships with Schizophrenics 1.6624 (6 df) N.S. 
Family Incomc (Disposable) 4.0629 (2 dQ • 
Sourecs of Respondent 2.6415 (3 dQ N.S. 
Respondents who had seen social 7.4634 (1 df) • • 
workers 
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Respondents who felt satisfied 2.1661 (3 df) N.S. 
with social workers 
' P < 0.05 " P < 0.01 
Tabic 33a 
ANOVAs of Chronic Strains by Religions of Respondents 
Types of Religions M SX). N 
No religion 10.41 25 
Taoism 44 0.00 1 
Ancestor Worship 52^5 1057 20 
Christianity ‘ 59.75 9^6 12 
Catholic Belief ^ 7J9 6 
Buddhism 11.14 9 
Others 40 0.00 1 
Total 52.08 11.06 74 
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Table 33b 
ANOVAs of Chronic Strains by Family Income (Disposable) 
Income ($) M S.D. N 
0 - 5000 49£7 10.11 ^ 
5001 - 11000 ^ 
11001 or above 48.20 7.36 5 
Total 52.08 11.06 74 
Table 33c 
ANOVAs of Chronic Strains by Respondents who bad seen Social Workers 
Yes/No M ^ N 
Yes 55.94 11.17 ^ 
No — 4 9 ^ ^ 
Total 52.08 11.059 74 
Table 34 
ANOVAs of Itemized Perceived Stress by Personal Characteristics of Respondents 
Personal Characteristics F-Statistics 
Age 1.9133 (2 df) N.S. 
Sex 0.3015 (1 df) N.S. 
Marital Status 1.3971 (3 dQ N.S. 
Religion 1.8171 (6 df) N.S. 
Housing 1.9145 (3 df) N.S. 
Relationships with Schizophrenics 1.6566 (6 df) N.S. 
Family Income (Disposable) 5.0635 (2 dQ 
Sources of Respondents 4.9865 (3 df) ** 
Respondents who had seen social 8.2276 (1 df) 
workers 
Respondents who felt satisfied 2.4452 (3 df) N.S. 
with social workers 
" P < 0.01 
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Table 34a 
ANOVAs of Itemized Perceived Stress by Family Income (Disposable) 
Income ($) M S.D. N 
0 - 5000 ^ A2 
5001 - 11000 5 1 ^ ^ 
11001 or above 42.20 6.83 5 
Total 45.58 1034 74 
Table 34b 
ANOVAs of Itemized Perceived Stress by Sources of Respondents 
Sources M S.D. N 
Respondents with 47.90 9.10 15 
schizophrenics - • 
attending DACs 




Respondents Participated in 50.00 11.46 25 
Relative 
Groups /Programmes 
Respondents with 38.62 7.37 13 
schizophrenics 
attending Social Clubs 
Total 45.51 lA 
Table 34c 
ANOVAs of Itemized Perceived Stress by Respondents who had seen Social Workers 
Yes/No M ^ N 
Yes 49.28 9.90 ^ 
No 9m 42 
Total 45.51 10.34 7丄 
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Table 35 
ANOVAs of Global Perceived Stress by Personal Characteristics 
Personal Characteristics F-Statistics 
Age 1.1154 (2 df) N.S. 
Sex 0.2625 (1 df) N.S. 
Marital Status 0.3975 (3 df) N.S. 
Religion 1.1438 (6 df) N.S. 
Housing 1.1446 (3 df) N.S. 
Relationships with Schizophrenics 0.6752 (6 df) N.S. 
Family Income (Disposable) 2.9573 (2 df) N.S. 
Sources of Respondents 33659 (3 df) * 
Respondents who had seen social 7.1512 (1 d f ) ” 
workers 
Respondents who felt satisfied 1.9605 (3 df) N.S. 
with social workers 
• P < 0.05 • • P < 0.01 
Table 35a 
ANOVAs of Global Perceived Stress by Sources of Respondents 
Sources M S.D. N 
Respondents with 11.67 4.06 15 
schizophrenics 
attending DACs 




Respondents Participated in 11.20 3.44 25 
Relative 
Groups/Programmes 
Respondents with 7.87 2.91 13 
schizophrenics 
attending Social Clubs 
Total 10.55 ^ 14 
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Table 35b 
ANOVAs of Global Perceived Stress by Respondents who had seen Social Workers 
Yes/No M S.D. N 
Yes I J ^ ^ 32 
No ^ ^ 42 
Total 10.55 3.68 74 
Table 36 
ANOVAs of Coping Responses by Personal Characteristics 
Personal Characteristics F-Statistics 
Age 6.6086 (2 df) ** 
Sex 0.1782 (1 df) N.S. 
Marital Status 1.0066 (3 df) N.S. 
Religion 0.8031 (6 df) N.S. 
Housing 0.2674 (3 df) N.S. 
Relationships with Schizophrenics 1.4508 (6 df) N.S. 
Family Income (Disposable) 6.8595 (2 df) ** 
Sources of Respondents 5.2799 (3 df) ** 
Respondents who had seen social 7.2245 (1 df) ** 
workers " 
Respondents who felt satisfied 2.3911 (3 df) N.S. 
with social workers 
P < 0.01 
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Table 36a 
ANOVAs of Coping by Age of Respondents 
Age M S.D. N 
0 - 40 30.42 5.63 12 
41 - 60 29.69 3.08 36 
61 or above 26.31 4.46 26 
Total 28.62 437 74 
Table 36b 
ANOVAs of Coping by Family Income (Disposable) of Respondents 
Income ($) M S.D. N 
0 - 5000 ^ ^ 
5001 • 11000 30.62 ^ £7 
11001 or above 30.60 1.82 5 
Total 28.60 437 74 
Table 36c 
ANOVAs of Coping by Sources of Respondents 
Sources M S.D. N 
Respondents with 29.70 4.98 15 
schizophrenics 
attending DACs 




Respondents Participated in 30.48 3.25 25 
Relative 
Groups /Programmes 
Respondents with 25.46 3.20 13 
schizophrenics 
attending Social Clubs 
Total 28.62 4.37 74 
t>age 166 
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Table 36d 
ANOVAs of Coping by Respondents who had seen Social Workers 
Yes/No M S.D. N 
Yes 30.125 4.09 32 
No ^ 42 
Total 28.62 4 3 7 74 
Table 37 
ANOVAs of GHQ-30 (Likert Scoring) by Personal Characteristics of Respondents 
Personal Characteristics F-Statistics 
Age 1.8192 (2 dQ N.S. 
Sex … .. 1.5081 (1 df) N.S. 
Marital Status 1.4281 (3 df) N.S. 
Religion 1.6160 (6 dO N.S. 
Housing 1.0365 (3 df) N.S. 
Relationships with Schizophrenics 1.5182 (6 df) N.S. 
Family Income (Disposable) 0.24 (2 df) N.S. 
Sources of Respondents 0.7555 (3 df) N.S. 
Re平ondents who had seen social 0.8528 (1 df) N.S. 
workers 
Respondents who felt satisfied 1.7220 (3 df) N.S. 
with social workers 
• • P < 0.01 
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Table 38 
ANOVAs of GHQ.30 (0-0-1-1) by Personal Characteristics of Respondents 
Personal Characteristics F-Statistics 
Age 0.0484 (2 df) N.S. 
Sex 4.1287 (1 df) * 
Marital Status 0.3127 (3 df) N.S. 
Religion 0.6316 (6 df) N.S. 
Housing 0.8338 (3 df) N.S. 
Relationships with Schizophrenics 1.2369 (6 df) N.S. 
Family Income (Disposable) 0.6120 (2 df) N.S. 
Sources of Respondents 0.0246 (1 df) N.S. 
Respondents who had seen social 2.5195 (3 df) N.S. 
workers 
Respondents who felt satisfied 0.4330 (3 df) N.S. 
with social workers 
* P < 0.05 
Table 38a 
ANOVAs of GHQ-30 (0-0-1-1) by Personal Characteristics of Respondents 
Sex M ^ N 
Male 1.462 2.259 13 ^ 
Female 4.986 61 
Total 3.838 4.644 74 
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Table 39 
ANOVAs of Purpose in Life by Persona且 Characteristics of Respondents 
Personal Characteristics F-Statistics 
Age 7.758 (2 d f ) … 
Sex 0.9206 (1 df) N.S. 
Marital Status 4.9092 (3 df) ** 
Religion 0.8320 (6 df) N.S. 
Housing 1.0481 (3 df) N.S. 
Relationships with Schizophrenics 2.487 (6 df) * 
Family Income (Disposable) 3.4732 (2 df) * 
Sources of Respondents 2.0262 (3 df) N.S. 
一， Respondents who had seen social 0.2705 (1 df) N.S. 
workers 
Respondents who felt satisfied 0.5960 (3 df) N.S. 
with social workers 
* P < 0.05 P < 0.01 *** P < 0.001 
Table 39a 
ANOVAs of Purpose In Life by Age of Respondents 
Age M S.D. N 
0-40 98.67 ^ 12 
^ 41 - 60 81.97 1 7 ^ 36 
61 or above 78.00 13.27 26 
Total 83.28 16.65 74 
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Table 39b 
ANOVAs of Purpose In Life by Marital Status of Respondents 
Types M S.D. N 
Single 11 
Married 42 
Spouse Deceased 78.60 15.40 20 
Others 101.00 0.00 1 
Total 83.28 16.65 74 
Table 39c 
. 一 1 - « ANOVAs of Purpose In Life by Respondents' 
Relationships with Schizophrenics 
Relations M S.D. N 
Mother 79.30 16.08 51 
Older Sister U ^ 9 
Father 7 
Older Brother ^ 3 
Younger Sister 87.00 ^ 1 
Grandfather 91.50 2 
^ Younger Brother 88.00 1 
Total 83.28 16.65 74 
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Table 39d 
ANOVAs of Purpose In Life by Family Income (Disposable) 
Income ($) M S.D. N 
Q - 5000 79.98 42 
5001 - 11000 85.56 15.45 27 
11001 or above 98.80 14.41 5 
Total 83.28 16.65 74 
Table 40 
ANOVAs of Sense of Mastery by Personal Characteristics of Respondents 
-一1 -« 
Personal Characteristics F-Statistics 
Age 5.7556 (2 df) ** 
Sex 5.2739 (1 df) * 
Marital Status 3.5613 (3 df) * 
Religion 1.8066 (6 df) N.S. 
Housing 0.1649 (3 df) N.S. 
Relationships with Schizophrenics 2.7885 (6 df) * 
Family Income (Disposable) 3.5033 (2 df) * 
Sources of Respondents 1.0132 (3 df) N.S. 
^ Respondents who had seen social 0.4279 (1 df) N.S. 
workers 
Respondents who felt satisfied 2.4406 (3 df) N.S. 
with social workers 
* P < 0.05 * * ? < 0.01 
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Table 40a 
ANOVAs of Sense of Mastery by Age of Respondents 
^ M S.D. N 
0 - 40 ^ n 
41 - 60 ^ 0.424 36 
61 or above ^ 26 
Total 2.38 0399 74 
Table 40b 
ANOVAs of Sense of Mastery by Sex of Respondents 
Sex M S.D. N 
• 一 ， ‘ I 丨 I I 
Male 2.60 0.298 13 
Female 233 0.403 61 
Total 2.38 0399 74 
Table 40c 
ANOVAs of Sense of Mastery by Marital Status of Respondents 
Types M S.D. N 
Single 0 3 ^ U 
Married 2.367 0.402 42 
Spouse Deceased 2.229 0 363 20 
^ Others 1 
Total 2.38 0399 74 
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Table 40d 
ANOVAs of Sense of Mastery by Respondents' Relationships with Schizophrenics 
Relations M S.D. N 
Mother 1 丑 0 3 ^ M 
Older Sister 2.683 0.293 9 
Father ^ 7 
Older Brother 2.667 0.297 3 
Younger Brother 2.286 0.00 1 
Grandfather 2.642 0.101 2 
Younger Brother 3.08 0.00 1 
Total 2.38 0399 74 
一 "5 — 
Table 40e 
ANOVAs of Sense of Mastery by Family Income of Respondents 
Income ($) M SJ). N 
0 - 5000 ^ ^ 
5001 - 11000 30.62 4.46 27 
11001 or above 30.60 1.82 5 
Total 28.60 437 74 
6.3.2 Chronic Strains and Other Major Variables 
" From Table 41, it was observed that chronic strains correlated significantly 
with itemized perceived stress, global perceived stress and coping. Therefore, 
it can be said that the more the chronic strains faced by respondents, the 
more the itemized perceived stress and global perceived stress experienced 
by respondents. Moreover, respondents would employed more coping 
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responses when they faced chronic strains related to the care of the mentally 
ill. 
When items in the Chronic Strain Scale were classified into 5 categories: 
medication management problems, bizzare behaviours, destructive behaviour, 
lack of volitions and social and emotional costs associated with the care of the 
schizophrenics, the following significant relationships were found. For 
"medication management problems", it correlated significantly with itemized 
perceived stress, global perceived stress and coping, thus indicating that the 
more the medication management problems faced by respondents, the more 
Jtjie experiences of itemized perceived stress and global perceived stress. 
Moreover, the more the medication management problems, the more the 
employment of coping responses. 
"Bizzare behaviour" also correlated significantly with itemized perceived 
stress, global perceived stress, coping and internal coping. In other words, 
when respondents faced difficulties managing bizzare behaviours manifested 
by schizophrenics, they experienced more stress, both itemized and global, 
and the more they employed coping responses and internal coping responses. 
‘ "Destructive behaviours" correlated significantly with itemized perceived 
stress, global perceived stress and GHQ-30 (Likert Scoring). While the more 
the destructive behaviour manifested by schizophrenics and faced by 
respondents, the more their itemized perceived stress and global perceived 
stress, inverse relationship was observed between destructive behaviour and 
K i n s 
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GHQ-30. This relationship was rather unexpected and might be due to a 
small sample size. 
While a lack of volitions correlated significantly with itemized perceived 
stress and global perceived stress which indicated that the more of a lack of 
volitions found among schizophrenics, the more the perceived stress 
experienced by these respondents, significant correlations were also observed 
between this and social and emotional costs associated with the care of 
schizophrenics, and between "a lack of volitions" and perceived stress. Hence, 
the more the social and emotional costs borne by caregivers in their care of 
一the schizophrenics, the more their itemized and global perceived stress. 
Table 41 
Correlation between Chronic Strains and other Major Variables 
Itemized Global Internal External GHQ GHQ 
Perceived Perceived Coping Coping Coping (Likert) (0-0-1- PIL Mas-
Stress Stress 1) teiy 
Chronic Strains … … 
0.8864 0.7688 0.3271 N.S. N.S. N.S. N.S. N.S. 
Medication … • •• 
Management 0^364 0.2774 0.2956 N.S. N.S. N.S. N.S. N.S. N.S. 
problems � 
Bizzare … … •• •• 
behaviours 03325 0.6398 0.2885 0.3282 N.S. N.S. N.S. N.S. N.S. 
Destructive … … • 
behaviours QJS1S2 03402 N.S. N.S. N.S. -0.2684 N.S. N.S. N.S. 
Lack of volitions •• •• 
0.3631 0.3678 N.S. N.S. N.S. N.S. N.S. N.S. 
Social and … … 
emotional costs 0.6944 0.630 N.S. N.S. N.S. N.S. N.S. N.S. N.S. 
• P < 0.05 " P < 0.01 … P < 0.001 
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6.3.3 Itemized Perceived Stress and Other Major Variables 
From Table 42, it was found that itemized perceived stress correlated 
significantly with global perceived stress, coping, internal coping and external 
coping. Thus, it can be said that the more that itemized perceived stress, the 
more the global perceived stress experienced by respondents. Moreover, the 
more the itemized perceived stress, the more the employment of coping, 
internal coping and external coping responses. 
As for itemized perceived stress associated with problems in medication 
management, it correlated significantly with global perceived stress, coping 
-and GHQ-30 (Likert Scoring). Here, the more the itemized perceived stress 
related to medication management problems, the more the global perceived 
stress and coping responses employed by respondent. However, unexpectedly, 
the more the itemized perceived stress associated with problems medication 
management, the less the GHQ-30 (Likert Scoring). 
Significant correlations were also found between itemized perceived stress 
related to bizzare behaviours and global perceived stress, coping and internal 
coping. Thus, the more the itemized perceived stress in this area was 
^experienced by respondents, the more the global perceived stress and the 
more the employment of coping and internal coping responses. 
With regard to perceived stress associated with the lack of volitions, 
significant relationships were observed between this and global perceived 
stress, external coping and GHQ-30 (0-0-1-1). Hence, the more the perceived 
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stress related to the lack of volitions, the more the global perceived stress, 
external coping responses and GHQ-30 (0-0-1-1) found among respondents. 
In addition, itemized perceived stress related to destructive behaviours in 
schizophrenics correlated significantly with global perceived stress, coping and 
internal coping and GHQ-30 (Likert Scoring). Thus, the more the perception 
of stress associated with destructive behaviours, the more the global perceived 
stress, coping responses and internal coping responses and GHQ-30 (Likert 
Scoring) identified among respondents. 
Lastly as far as itemized perceived stress associated with social and 
一emotional costs resulted from the care of schizophrenics, it correlated 
significantly with global perceived stress and GHQ-30 (0-0-1-1). Therefore, 
the more the itemized perceived stress in relation to this area, the more the 
global perceived stress and GHQ-30 (0-0-1-1) found among respondents. 
N^nrs 
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Table 42 
Correlation Between Itemized Perceived Stress and 
Other Major Variable 
Global Internal External GHQ GHQ 
Perceived Coping Coping Coping (Likcrt) (0-0-1-1) PIL Mas-
Stress tery 
Itemized perceived … •• • • 
stress 0.8098 0.355 0.2375 0.2414 N.S. N.S. N.S. N.S. 
Medication • * • 
Management 0.2521 0.206 N.S. N.S. •0.2964 N.S. N.S. N.S. 
problems (PS) 
Bizzare behaviours … • •• 
(PS) 0.7240 0.2874 0.3040 N.S. N.S. N.S. N.S. N.S. 
Lack of volitions … • • 
(PS) 0-4873 N.S. N.S. 0.2834 N.S. 0.2478 N.S. N.S. 
Destructive —, • • • • 
behaviours (PS) ‘ 0.505 0.3013 0.2681 N.S. -0.2576 N.S. N.S. N.S. 
Social and emotional … • 
costs (PS) 0.650 N.S. N.S. N.S. N.S. 0.2382 N.S. N.S. 
* P < 0.05 • • P < 0.01 • “ P < 0.001 
6.3.4 The Relationship Between Global Perceived Stress and Other Major 
Variables 
From Table 43，it was found that global perceived stress significantly 
correlated with coping, external coping and GHQ-30 (0-0-1-1). Thus, the 
more the global perceived stress experienced by respondents, the more the 
coping, external coping responses and GHQ-30 (0-0-1-1) identified among 
these respondents. 
6.3.5 The Relationship Between Coping. External Coping, Internal Coping and 
Other Major Variables 
A significant relationship was observed between coping and PIL, and 
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coping and Mastery (Table 44). Here, the more the coping responses used 
by respondents, the higher their senses of mastery and purpose in life. 
As for external coping, a significant relationship was found between 
external coping and GHQ-30 (0-0-1-1). Thus, rather unexpectedly, the more 
the external coping responses employed, the more the GHQ-30 (0-0-1-1) 
experienced by respondents. 
Lastly, internal coping was significantly correlated with GHQ-30 (Likert 
scoring) and PIL. On one hand, it was found that the more the internal 
coping responses employed by respondents, the less their GHQ-30 (Likert 
-scoring). On the other hand, the more the internal coping responses used, the 
more their sense of purpose in life. 
6.3.6 The Relationship Between Mastery and Other Major Variables 
From Table 45, it was revealed that significant relationships existed 
between mastery and GHQ-30 (Likert scoring), GHQ-30 (0-0-M) and PIL. 
Thus the more the sense of mastery, the less the respondents' GHQ-30 
(Likert scoring and 0-0-1-1 scoring). Moreover, it was also found that the 
more the sense of mastery, the better the respondents' purpose in life. 
Table 43 
Correlation Between Global Perceived Stress and 
Other Major Variables 
Internal External GHQ GHQ 
Coping Coping Coping (Likert) (0-0-1-1) PIL Mas-teiy 
Global * • “ 
perceived stress 0.277 N.S. 0.2624 N.S. 0.3428 N.S. N.S. 
• P < 0.05 • • P < 0.01 
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Table 44 
Correlation Between Coping, Internal Coping, 
, External Coping and Other Major Variables 
GHQ GHQ 
(Likert) (0-0-1-1) PIL Mastery 
Coping N.S. N.S. »» … 
03577 0.4393 
External Coping N.S. • • N.S. N.S. 
0.3820 
Internal Coping • •» 
-0.2632 N.S. 0.3362 N.S. 
• P < 0.05 P < 0.01 P < 0.001 
Table 45 
Correlation Between Mastery and Other Major Variables 
GHQ GHQ 
(Likert) (0-0-1-1) PIL 
Mastery • • • 
-0.4401 -0.3343 0.6349 
" P < 0.01 … P < 0.001 
6.4 Interrelationships among Chronic Strains. Perceived Stress Coping Responses. 
Interaction between Mastery and Perceived Stress Mental Health 
.The interrelationships among variables in this study will be reported in four 
sections based on the path models discussed in Section 5.4.2 of the previous chapter. 
Section 6.4.1 describes the effects of chronic strains on perceived stress (indexed by 
itemized perceived stress and global stress). Section 6.4.2 delineates the impacts of 
perceived stress (indexed by itemized perceived stress and global perceived stress) 
on coping responses (indexed by overall coping responses, internal coping responses 
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and external coping responses). Section 6.4.3 reports the effects of chronic strains, 
perceived stress (indexed by itemized perceived stress and global perceived stress), 
coping responses (indexed by overall coping responses, internal coping responses, 
external coping responses), the interaction between mastery and perceived stress on 
mental health (indexed by GHQ and PIL). Lastly, Section 6.4.4 presents a summary 
of results based on the discussions made in the previous three sections. 
6.4.1 Effects of Chronic Strains on Perceived Stress (indexed bv Itemized Perceived 
Stress and Global Perceived Stress 
… The proposed models hypothesized that chronic strains had direct effects 
on itemized perceived stress and global perceived stress. From Table 46，it 
was found that chronic strains had significant impacts on itemized perceived 
stress and global perceived stress. Whereas chronic strains explained 78.6% 
of variance in the itemized perceived stress, it explained 59.1% of variance in 
the global perceived stress. Thus, on the whole, the hypothesis that "the more 
the chronic strains faced by respondents, the more their perceived stress" 
(indexed by Itemized Perceived Stress and Global Perceived Stress) were 
'confirmed in this study. 
6.4.2 Effects of Perceived Stress (indexed by Itemized Perceived Stress and Global 
Perceived Stress) on Coping Responses (indexed by Overall Coping 
Responses. Internal Coping Responses and External Coping Responses 
From Table 47, it could be seen that the hypothesis of "the more the 
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perceived stress (with itemized perceived stress as the index), the more the 
coping responses (indexed by overall coping responses, internal coping 
responses and external coping responses employed by respondents) was 
employed. However, the variance explained by itemized perceived stress in 
the three coping response indices were 12.6%, 5.6% and 5.8%, leaving a very 
large percentage of variance to be explained by other unidentifiable variables. 
Table 48 confirmed the hypothesis that "the more the global perceived 
stress experience by respondents, the more their employment of coping 
responses" (except for the index of internal coping responses). The explained 
—yariance in overall coping responses and external coping responses were 7.7% 
and 6.9% respectively. These figures revealed that a large percentage of 
variance was left to be explained by unidentifiable variables. 
6.4.3 Effects of Chronic Strains. Perceived Stress (indexed bv Itemized Perceived 
Stress and Global Perceived Stress). Coping Responses (indexed bv Overall 
Coping Responses. Interna] Coping Responses and External Coping 
Responses). The Interactions between Mastery and Perceived Stress on 
Mental Health (indexed bv GHQ and PIU 
'a. Effects of Chronic Strains. Itemized Perceived Stress. Coping and the 
Interaction between Mastery and Itemized Perceived Stress on GHQ and 
PIL 
From Table 49, it was found that only itemized perceived stress and 
the interaction of mastery and itemized perceived stress had significant 
-__ Page 133 
Chapter Six - Results 
impacts on GHQ and PIL. Coping and chronic strains did not have 
significant effects on two dependent variables. Together, these four 
variables explained 31% of the variance in GHQ and 41.4% in PIL. 
Thus, these findings confirmed the hypotheses that ''the more the itemized 
perceived stress experienced by caregivers, the more their GHQ and the less 
their PIL" and "the more the sense of mastery caregivers have, the less the 
impacts of itemized perceived stress on GHQ and PIL: 
However, the hypotheses that��the more the coping responses employed 
by caregivers, the less their GHQ and the more their PIU and ”the more the 
-，chronic strains faced by caregivers, the more their GHQ and the less their 
PIL" were unsubstantiated, 
b. Effects of Chronic Strains. Global Perceived Stress. Coping and the 
Interaction between Mastery and Global Perceived Stress on GHQ and 
PIL 
Table 50 revealed that significant relationships existed between global 
perceived stress and GHQ and between global perceived stress and PIL. 
Moreover, significant relationships were also found between the 
interaction of mastery and global perceived stress and PIL. Thus, the 
more the global perceived stress, the more the GHQ and the less the PIL 
found in caregivers. Moreover, the more the sense of mastery caregivers 
have, the less the impacts of Global Perceived Stress on GHQ and PIL. 
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However，the relationships between overall coping responses and GHQ 
and PIL, and between chronic strains and GHQ and PIL, as hypothesized, 
could not be substantiated in this study. But unexpectedly, in model 3, 
Chronic Strains were found to lead to less GHQ. On the whole, these 
four variables explained 38.6% of variance in GHQ and 42.3% of 
variance in PIL. 
c. Effects of Chronic Strains. Itemized Perceived Stress. Internal Coping 
Responses and Interaction between Mastery and Itemized Perceived 
Stress on GHQ and PIL 
From Table 51, it was realized that itemized perceived stress and the 
interaction between mastery and itemized perceived stress had significant 
impacts on GHQ and PIL. Thus, the more the itemized perceived stress, 
the more the GHQ and less the PIL found among respondents. 
Moreover, the more the sense of mastery caregivers have, the less the 
impacts of itemized perceived stress on GHQ and PIL. However, chronic 
strains and internal coping responses were found to exert no influences 
on GHQ and PIL. On the whole, these four variables explained 28.1% 
‘ and 41% of variance in GHQ and PIL respectively. 
d. Effects of Chronic Strains. Itemized Perceived Stress. External Coping 
Responses and the Interaction between Mastery and Itemized Perceived 
Stress on GHQ and PIL 
Table 52 revealed that the more the itemized perceived stress, the 
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more the GHQ and the less the PIL found among respondents. 
Moreover, the more the sense of mastery caregivers have, the less the 
effects of itemized perceived stress on GHQ and PIL. These parallelled 
the hypothesized relationships of this study. However, external coping 
responses were found to elicit more GHQ in respondents which 
contradicted the hypothesized relationship of the study. Lastly, chronic 
strains exerted no influences on either GHQ or PIL. On the whole, these 
four variables explained 36.1% and 40.7% of variance in GHQ and PIL. 
e. Effects of Chronic Strains. Global Perceived Stress. Internal Coping 
— Responses and the Interaction between Global Perceived Stress and 
Mastery on GHQ and PIL 
From Table 53’ significant impacts of the interaction between global 
perceived stress and mastery, chronic strains and global perceived stress 
on GHQ were found. Thus, as were hypothesized, the more the global 
perceived stress experienced by respondents, the more their GHQ and the 
less their PIL. Moreover, the more the sense of mastery the caregivers 
" have, the less the impacts of global perceived stress on GHQ. However, 
contrary to the hypothesis, chronic strains had led to less GHQ in 
respondents. These four variables, on the whole, accounted for 37.7% of 
variance in GHQ. 
When PIL was entered as the dependent variable, global perceived 
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Stress and the interaction between global perceived stress and mastery 
were found to exert influences on PIL. Thus, the more the global 
perceived stress, the less the PIL of respondents. Moreover, the more the 
sense of mastery found among respondents, the less the impacts of global 
perceived stress on PIL. However, chronic strains and internal coping 
responses had no significant impacts on PIL. Together, these four 
variables explained 41.7% of variance in PIL. 
f. Effects of Chronic Strains. Global Perceived Stress. External Coping 
Responses, and the Interaction between Mastery and Global Perceived 
一，Stress on G H Q and P I L 
Table 54 revealed that all four variables had significant impacts on 
GHQ. Here, as were hypothesized, the more the global perceived stress 
experienced by respondents, the more their GHQ. Moreover, the more 
the sense of mastery caregivers have, the less the impacts of global 
perceived stress on GHQ. However, contrary to our hypotheses, chronic 
strains were found to lead to less GHQ. Likewise, external coping 
responses led to more GHQ among respondents. On the whole, these 
' four variables accounted for 42.1% of variance in GHQ. 
When PIL was entered as the dependent variable, only global 
perceived stress and the interaction between mastery and global perceived 
stress had significant impacts on PIL. Thus, the more the global 
perceived stress, the less the PIL of respondents. Moreover, the more the 
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sense of mastery caregivers have, the less the impacts of global perceived 
stress on PIL. However, chronic strains and external coping responses 
had no influences on PIL. Together, these four variables explained 41.4% 
variance in PIL. 
6.4.4 From the above discussions, the following revised path models are seen below 
(Based on operational path models discussed in 5.4.1): 
Model 1 
(Cope j 
一 1 . / , 
/ / 0 . 4 3 9 » * » 
/ Mas 
/ W 
广 “ 、 -1 . 0 1 9 … 
CS ^ IPS • GHQ 
W � “ 3 1 " 
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Model 2 ( c o p ^ 
/ P / 0 . 4 3 9 … 
0.355** / � 广 ~ 
/ ( Mas J 
/ W 
/ \ 0 . 8 8 6 4 » » V \ ’. ( \ 
[ C S IPS , PIL 
W W - 。 ， • w 
Model 3 / T x 
Cope 
/ / ^ / 0.43Q … 
0.277* / \ ^ 广 X 
/ Mas 1 
/ W 
, / \ 0 .7688^»Y \ , , 上 f \ 
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# Broken line indicates relationship which was contrary to hypothesis. 
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Model 4 
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Model 6 ^ 
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Model 10 
M a s 
w 
CS J G P S PIL 
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Model 11 
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From these revised path models, the following concluding remarks may 
be made. 
(a) Across all twelve models, chronic strains did not lead to more GHQ and 
less PIL among respondents. However, for model 3, 9 and 11, chronic 
strains accounted for less GHQ which was rather unexpected. 
(b) Across all twelve models, chronic strains accounted for much of the 
itemized perceived stress and global perceived stress experienced by 
respondents. • 
(c) Except Model 7 and Model 8，itemized perceived stress and global 
perceived stress had led to more overall coping responses, internal coping 
responses and external coping responses employed by respondents. In the 
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cases of Model 7 and Model 8，global perceived stress had no significant 
impacts on internal coping responses. However, the variances explained 
by the two indices of perceived stress in the three indices of coping 
responses were rather low, leaving a large percentage of variance to be 
explained by unidentifiable variables, 
(d) Across all twelve models, overall coping responses, internal coping 
responses and external coping responses did not lead to less GHQ and 
more PIL. On the contrary, for model 9 and 11，the more the external 
coping responses, the more the GHQ. 
_,(e) _Across all twelve models, interactions between itemized perceived stress 
and mastery, and between global perceived and mastery had strong effects 
on GHQ and PIL. 
(f) A significant correlation existed only between mastery and overall coping 
responses of respondents. No such relationship was found either between 
mastery and internal coping responses or mastery and external coping 
responses. 
Table 46 
喊 Multiple Regression using Chronic Strains to Predict 
Itemized Perceived Stress/Global Perceived Stress 
Dependant Itemized Perceived Global Perceived 
variables Stress Stress 
Independent 
variables 
fi R^ 0 R2 Chronic Strains 0.8864*** 0.7857"* 0.7688*** 0.5911** 
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Table 47 
Multiple Regression using Itemized Perceived Stress to Predict 
Overall Coping Responses, External Coping Responses 
and Internal Coping Responses 
Dependant Overall Coping External Coping Internal Coping 
variables Responses Responses Responses 
Independent 
variables 
P P R2 ~ p ~ ~ ~ 
Itemized Perceived 
Stress 0.355** 0.126** 0.2414* 0.058* 0.2375* 0.056* 
… Table 48 
Multiple Regression using Global Perceived Stress to Predict 
Overall Coping Responses, External Coping Responses 
and Internal Coping Responses 
Dependant Overall Coping External Coping Internal Coping 
variables Responses Responses Responses 
Independent 
variables 
P R2 p R2 p R2 
Global Perceived 
Stress 0.277* 0.077* 0.2624* 0.069* 0.1309 0.017 
J ‘ —^  
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Table 49 
Multiple Regression using Chronic Strains, Itemized Perceived Stress, 
Coping and the Interaction between Mastery and 
Itemized Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
P ^ p R2 
1. Chronic Strains -0.054 -0.024 
2. Itemized Perceived 0.731** -0.749** 
Stress 
3. Coping， .. 0.206 0.110 
4. Interaction between -1.019… 0.31 … 0.984… 0.414*** 
Mastery Itemized 
Perceived Stress 
' ' ' I 
Table 50 
Multiple Regression using Chronic Strains, Global Perceived Stress, 
Coping and the Interaction between Mastery and 
Global Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
^ ^ 0 R2 
1. Chronic Strains -0.446** _0.58 
2. Global Perceived Stress 1385**» _1.014串** 
3. Coping 0.124 0,127 
4. Interaction between Mastery -1.00*** 0.386*** 1.168*** 0.423*** 
Global Perceivecl Stress 
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Table 51 
Multiple Regression using Chronic Strains, Itemized Perceived Stress, 
Interna! Coping Responses and the Interaction between Mastery and 
Itemized Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
^ ^ 竺 R2 
1. Chronic Strains -0.39 ^ 230 
2. Itemized Perceived Stress 0.664* -<0.1^6** 
3. Internal Coping Responses -0.042 0.081 
4. Interaction between Mastery -0.849*** 0.2812… 1.004… 0 .410… 
Itemized Perceived Stress 
‘ Table 52 
Multiple Regression using Chronic Strains, Itemized Perceived Stress, 
External Coping Responses and the Interaction between Mastery and 
Itemized Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
£ ^ ^ R2 
1. Chronic Strains -0.045 -0.018 
2. Itemized Perceived Stress 0.648** "0.781" 
3. External Coping Responses 0.294** 0.042 
4. Interaction between Mastery •0.923*幸串 1.053^** 0.407*** 
Itemized Perceived Stress 
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Table 53 
Multiple Regression using Chronic Strains, Global Perceived Stress, 
Internal Coping Responses and the Interaction between Mastery and 
Global Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
i ^ £ r 2 
1. Chronic Strains -0.415** "0.054 
2. Global Perceived Stress 1.278*** -1.020丰 
3. Internal Coping Responses -0.58 0.090 
4. Interaction between Global -0.855*** 0 3 7 7 … 1.198… 0 .417… 
Perceived Stress and Mastery 
一 ^  ~ • 
Table 54 
Multiple Regression using Chronic Strains, Global Perceived Stress, 
External Coping Responses and the Interaction between Mastery and 
Global Perceived Stress to Predict GHQ and PIL 
Dependant 
variables GHQ PIL 
Independent 
variables 
t ^ £ r 2 
1. Chronic Strains -0.427** 4) 038 
2. Global Perceived Stress 1.29傘•串 -1,087拿 
3. External Coping Responses 0.225* 0.055 
4. Interaction between Global - 0 . 9 4 6 * 0 . 4 2 1 … 1.258… 0 .414… 
Perceived Stress and Mastery 
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Chapter Seven 
Discussion 
This chapter consists of three parts. The first part focuses on a discussion of 
the methodological issues of this study and the second part concerns a discussion of the 
findings which have implications for social work practices. Lastly, the third part is 
related to the delineation of the conceptual issues of this study. 
7.1 Methodological Concerns 
7.1.1 Reliabilities of Scales in this Study 
From the results, it is found that all scales, except the Coping Scale had 
"'demonstrable reliabilities. In fact, with the exception of the self-constructed 
Chronic Strain，Itemized Perceived Stress Scale and Global Perceived Stress 
Scale，all other scales had been translated and used with Chinese subjects 
with demonstrable reliabilities (Shek and Mak, 1987，Shek, 1988). 
However, the Coping Scale had disappointingly low reliabmty which 
affected its interpretations in this study. But of interest here is the findings 
that when coping scale was categorized in terms of internal and external 
coping，the reliabilities of these subscales had relatively higher reliabilities. 
Since the reliabilities of the Coping Scale and its subscales were found to be 
reliable and consistent in another study (Shek and Cheung, 1990)，these 
results could have been due to a small sample size. Nonetheless, these results 
seem to confirm the recent findings by Shek and Cheung (1990) that coping 
responses may be classified in terms of Locus of Internal coping and Locus 
of External Coping. Of course, more research activities with larger sample 
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sizes are needed to reaffirm this conceptual distinction of coping. 
When individual items of the Chronic Strain Scale and Itemized Perceived 
Stress Scale were examined with item-total correlations, some of these items 
had low or even negative scores. For items 2 and 6 of the chronic strain scale 
which had negative item-total correlation, these might be due to a small 
sample size which could not truly reflect the correlations of the items in the 
Chronic Strain Scale. In fact, from the literature item 2 "only take certain 
d哪 and neglect others” and item 22 ”complaints from neighbours" are chronic 
problems faced by caregivers of the schizophrenics (Torrey, 1988 and 
Atkinson, 1986). Thus, their correlations with other items in the scale should 
一 "5 - * 
be in the same direction. 
As for itemized perceived stress, items 25 and 26 were negatively 
correlated with other items. This phenomena, as mentioned before, might 
have been caused by a small sample size. A review of the literature found 
that ”changes in household living resulted from the care of the schizophrenics" 
and "financial difficulties associated with the care of the schizophrenics" are 
stress inducing problems experienced by caregivers of the schizophrenics 
,(Hatfield, 1978). 
As for item 22, no variance was observed from the findings. This, 
however, might have been related to the fact that drinking problem is rarely 
found among schizophrenics, and thus, caregivers in this study did not 
experience stress associated with such problem. A look at the same item in 
the Chronic Strain Scale, in fact, revealed that only two respondents reported 
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having rarely faced this problem in their care of the schizophrenics. 
Moreover, from our clinical experiences, this problem are not one that 
commonly faced by caregivers. This point, in fact, leads us to consider the 
issue of cross-cultural differences. Whereas some items in both the Chronic 
Strain Scale and Itemized Perceived Stress Scale are accurate reflections of 
problems or perceived stress experienced by caregivers in the West, they may 
not be relevant to the caregivers in Hong Kong. Thus, although this study 
had taken an initial step to identify difficulties and perceived stress 
experienced by caregivers, more works are needed to examine the specific 
dimensions of difficulties and related stress confronting caregivers in Hong 
. 一 ， - < 
Kong. 
7.2 Practice Concerns 
7.2.1 Mental Health Conditions of Caregivers 
The findings of the General Health Questionnaire -30 (0-0-1-1) indicated 
a rather striking prevalence rate of poor mental health among caregivers of 
schizophrenics in this study. Roughly speaking, one third of the caregivers 
could be classified as psychologically "at risk". This result echoed the one 
,conducted by Noh and Turner (1987) which concluded that family members 
of mentally ill suffered from substantial psychological costs. Moreover, when 
this result was compared to that found among working parents in Hong Kong 
(Shek and Mak, 1987) which had a percentage score of 23.7%, caregivers in 
this study had relatively poorer mental health. 
Further analysis of the item-response frequency revealed that the most 
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I severe and commonly reported symptoms were "cannot concentrate well” 
(item 1), "get worrisome and cannot sleep" (item 2), "anxious and cannot sleep 
well" (item 3)，"very busy and no time left for oneself (item 4)，"feel under 
stress all the time" (item 14)，"feel oneself cannot overcome own difficulties" 
(item 15), "feel oneself cannot go through daily life happily" (item 17)，and 
"feel unhappy" (item 22) and "feel anxious and restless all the time" (item 28). 
These findings suggested that the symptoms reported were stress related. 
Thus, it is important to educate caregivers on the understanding of the 
impacts of these symptoms on their mental health in the long run. Moreover, 
social workers should be alerted of the caregivers' presentation of these 
• 一 ~ • 
complaints so as to facilitate early identification and intervention. 
As for the positive mental health of caregivers, the findings of the Purpose 
In Life Scale revealed an extremely high prevalence rate of 78.4% which 
suggested that a large number of respondents were suffering from a lack of 
purpose in life. This result, in fact, was found to be higher than the 
percentage score of working parents in Hong Kong which was 53.7% (Shek 
and Mak, 1987). Thus, respondents in this study had much lower purpose in 
, l i f e than that of a general population. According to Frankl (1967), prolonged 
frustration with a lack of meaning in life would result in what he called 
"neogenic neurosis". Moreover, as Shek and Mak maintained, client suffering 
from severe existential problems for a long time would develop some forms 
ofpsychopathology such as depression and suicide (Shek and Mak, 1987). As 
the present finding indicated that caregivers were facing potentially hazardous 
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problems which might develop into some forms of psychological problems, 
then，it is suggested that social workers should be aware of the potential 
detrimental effects of existential problems faced by caregivers of the 
schizophrenics. Early identification and intervention may reduce the 
possibility of caregivers developing psychological problems. 
7.2.2 Chronic Strains faced hv Respondents 
The findings of the chronic strains faced by caregivers revealed that 
caregivers had difficulties handling the bizzare and abnormal behaviours such 
as fluctuation of emotions manifested by the schizophrenics. Moreover, they 
were unable to cope with problems of a lack of volitions found among some 
-一 "3 - • 
of the schizophrenics. In addition, they could hardly bear the social and 
emotional costs such as quarrels among family members associated with the 
care of the schizophrenics. These findings, in fact, parallelled the results 
found in the studies by Creer and Lefley (Creer, 1975 and Lefley, 1989). 
Further analysis of the item-response frequency suggested that the most 
common and difficult problems reported by caregivers were "schizophrenics' 
refusal to perform household duties" (item 13), "bizzare behaviours of 
.schizophrenics" (item 6), "schizophrenics' spending a great deal of time in 
bed" (item 16), "schizophrenics' refusal to participate in any social activities 
(item 14)，"neglect of personal hygiene" (item 18) and "disputes among family 
members due to differences over the care of schizophrenics" (item 31). From 
our clinical experiences, caregivers of schizophrenics do come to us and ask 
for advices on how to deal with these management problems. Thus, social 
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workers should be aware of the ways of handling these difficulties. Such 
knowledge will be very helpful to caregivers of the schizophrenics, especially 
during time of crises. Moreover, since these problems manifested by the 
schizophrenics cannot be adequately dealt with by caregivers and/or social 
workers, but often require the involvement of other professionals such as 
psychiatrists and occupational therapists, social workers should be aware of 
this network of services and also help caregivers effectively seek assistance 
from these professionals. 
7.2.3 Perceived Stress experienced by Caregivers 
一 As for the sources of stress experienced by caregivers, this study found 
that major areas of difficulties identified by caregivers had, in effect, caused 
substantial stress experienced by caregivers. Thus, caregivers found 
difficulties in handling bizzare and abnormal behaviours manifested by 
schizophrenics particularly stressful. Moreover, they experienced stress 
associated with their inabilities to cope with problems of a lack of volitions 
in their schizophrenics. In addition, they saw the social and emotional costs 
associated with the care of the schizophrenics rather stressful. 
- Further analysis of item-response frequency suggested that caregivers 
experiences substantial stress related to management of "fluctuation of 
emotions in schizophrenics" (item 7)，"unjustified demands from 
schizophrenics" (item 10), "bizzare behaviours of schizophrenics" (item 6), "not 
taking drugs on scheduled time" (item 1)，"disputes among family members 
due to differences over the care of schizophrenics" (item 31) and 
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"schizophrenic, refusal to perform household duties" (item 13). 
These identified sources of stress, in fact, parallelled somewhat the results 
found in the studies by Noh and Turner (1987) and by Hatfield (1978). 
Particularly, problems in managing the negative symptoms such as bizzare 
behaviours and thoughts, and problems in managing the lack of volitions were 
common sources of stress across this and the two studies cited in this 
paragraph. Thus, it is important to help caregivers leam to deal with these 
stress-inducing difficulties so that their levels of stress may be reduced. 
Moreover, caregivers may also benefit from the learning of stress 
management skills. 
- -一々 -•“ 
From a single item in the Global Perceived Stress which hoped to tap 
caregivers' overall perceptions of stress in their care of their schizophrenics, 
a strikingly high percentage of over 50% of caregivers rated living and caring 
for their schizophrenics as rather stressful. To the student, several reasons 
may be ascribed to this high percentage of stressful experiences among 
caregivers. First, echoing the above findings, problems related to the 
management of schizophrenics on a day to day basis are sources of stress to 
.caregivers. In fact, from Table 46，chronic strains explained about 60% of the 
variance of global perceived stress experienced by caregivers. 
Secondly, stress may also stem from frustrations with the mental health 
professionals themselves. According to the studies by Creer (1975) and Lefley 
(1989), relatives found that some mental health professionals were unable to 
provide substantial help or information to caregivers, particularly when 
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families were in a condition of great distress. Moreover, some mental health 
professionals tended to view relatives as pathological and caused mental 
illnesses in their schizophrenic relatives (Lefley，1989). Thus, in their 
encounters, they may convey such negative attitudes towards these relatives. 
Thirdly, stigma attached to mental illnesses may be disturbing to some 
families who feel ashamed and embarrassed with the presences of these 
members at home. Of course, some of these feelings originated from negative 
attitudes of other relatives of caregivers and from the general public. 
The first point concerning source of stress had been discussed in the 
above paragraphs and will not be repeated here. As for the second point, 
since mental health professionals were identified by caregivers as the sources 
of stress, it is important, on one hand, for mental health professionals to 
examine their attitudes and values in their work with these caregivers, and on 
the other hand, it is necessary for us to take a critical review of our mental 
health services so that these services can accommodate to the needs of the 
caregivers. For example, how may we simplify our application procedures so 
that caregivers can get the services without feeling "put off ' ; especially in time 
. o f crises? Or how may we reach out to caregivers instead of passively waiting 
for them to come and seek services? 
As for the third source of stress mentioned, it is necessary for the 
government and mental health professionals to review our current policies 
and programs on public education towards greater acceptance of the mentally 
ill in the community. Such a review is important to our understanding of the 
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effectiveness of current policies and programs regarding this issue. Moreover, 
it will also point to problems in these policies and programmes so that revised 
policies and new programmes may be derived. To the student, current 
policies and programmes are rather passive and piecemeal and cannot 
effectively enhance the acceptance, for example, of employers towards the 
mentally ill. 
7.2.4 Coping Responses of Caregivers 
Analysis of findings on coping responses of respondents indicated that 
caregivers employed more internal coping responses to deal with problems 
and stress associated with the care of the schizophrenics. These internal 
coping responses were "face problems and derive solutions" (item 1)，"accept 
problems in passivity" (item 4), "be calm and patient" (item 2)，"be positive" 
(item 3)，"adopt the attitudes of a sailboat going with current will 
automatically pass through the arches of a bridge" (item 5), and "adopt the 
attitude of coping with the shifting events by sticking to one unchangeable 
way" (item 6). This result parallelled closely to the ones found in the Shek 
and Mak's study on working parents in Hong Kong (Shek and Mak, 1987). 
. S u c h heavy reliances on self may, in fact, be due to cultural beliefs among 
Chinese that "one should take care of one's own task and should not bother 
about other's trouble". Moreover, as Shek and Mak argued, intensive uses of 
these coping responses may also be due to the egocentric characteristic of 
Chinese people (Shek and Mak, 1987). 
Comparatively speaking, external coping responses were sparsely used 
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among respondents in this sample, with the exception of "Seeking help from 
doctors and/or other professionals" (item 13) and "Seek help from social 
workers" (item 16). Two reasons may be ascribed to such a lack of uses of 
external coping responses among caregivers. First, it may be related to the 
Chinese belief of reliance of self than on others. Secondly, as discussed in the 
previous section on sources of stress, frustrations and stress resulted from 
encounters with mental health professionals may also deter them from seeking 
help from outsiders, including mental health professionals. Thus, it was not 
surprising to find in this study that the more external coping responses used 
by respondents, the more their negative mental health. If seeking helps from 
一 , -• 
others will result in more perceived stress and poorer mental health, it is 
understandable why caregivers used less external coping responses. 
To conclude, two points are worth mentioning here. First, since coping 
responses, external or internal, can be adaptive or maladaptive, it is necessary 
for social workers to explore the adaptive and maladaptive coping responses 
used by individual caregivers so that they may be able to teach caregivers the 
effective adaptive coping responses associated with problems and stress in 
. t h e i r care of the schizophrenics. Secondly, since external coping responses 
had accounted for the negative mental health found in caregivers, it is all the 
more important for us to explore how our mental health systems, including 
service deliverers, may have accounted for this phenomena. 
7.2.5 Mastery of Caregivers 
When comparing the total mean response of mastery among caregivers 
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with that of another community sample (Folkman et al, 1980), caregivers in 
this study had relatively lower sense of mastery. A closer look at the item-
response frequency revealed that the most frequently reported statements 
were "I often feel helpless in dealing with the problems of life" (item 4)，"I 
cannot do everything even when I really set my mind to do" (item 7), "there 
is little I can do to change many of the important things in my life" (item 3) 
and "I have little control over the things that happen to me" (item 1). 
This result should be of some concerns to social workers since, regardless 
of the nature of functions of mastery, the possession of a higher sense of 
mastery should have positive effects on the mental health conditions of 
persons involved (Pearlin and Schooler, 1978). Of course, the reverse is true 
for a lower sense of mastery and poorer mental health. Indeed, the findings 
in this study gave support to the point that caregivers with a lower sense of 
mastery had correspondingly higher GHQ scores and lower PIL scores. Thus, 
the importance of mastery as a coping resource should not be overlooked. 
From a practice point of view, it is necessary for social workers to help 
caregivers of schizophrenics to develop a higher sense of mastery so that 
. b e t t e r mental health may be resulted among these people. 
7.2.6 From the findings on demographic characteristics of respondents, it was 
found that female, the aged, and low income families utilized less coping 
responses, had poorer mental health (indexed by GHQ and PIL) and had a 
poorer sense of mastery. 
As far as sex was concerned, this study revealed that female, especially 
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mothers, were the principal caregivers of the schizophrenics. This finding 
echoed the one found by Lie-Mak (1988) which established that mothers are 
major caregivers of the mentally ill. Moreover, this study also identified that 
many caregivers were in their old age. This result should be of great concern 
to social workers and policy makers since, confronted by their own declining 
physical health and the difficulties in the care of the schizophrenics, aged 
caregivers may be exhausted, both physically and emotionally. Thus, it was 
not surprising to find that respondents in this study had comparatively poorer 
mental health (indexed by GHQ and PIL) than the general population such 
as working parents. In addition, their unfavourable life circumstances were 
further aggravated by low family income which affected their standards of 
living. Indeed, if culminative disadvantageous socio-economic conditions are 
sources of stress to individuals (Holmes and Rahe, 1967), then, the above-
mentioned disadvantageous socio-economic conditions could further heighten 
the stress experienced by caregivers. Thus, it is important for social workers, 
on one hand, to identify and relieve caregivers from these disadvantageous 
socio-economic conditions, and on the other hand, to advocate on their behalf 
, f o r better and more advantageous socio-economic life circumstance. For 
example, social workers may press the Government to relax the criteria for 
compassionate rehousing for caregivers and their schizophrenic family 
members. 
7.3 Conceptual Issues 
7.3.1 The Moderating Effects of Mastery 
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From this study, it was found that across all the twelve revised models 
appeared in Section 6.4.4, mastery was observed to have very strong 
moderating effects on the impact of stress on negative and positive mental 
health of caregivers. Thus, the higher the sense of mastery the caregivers 
have, the less will be the effects of stress on mental health of these people. 
This result, in fact, echoed the one found by Wheaton (1983) which also 
supported a strong moderating effects of mastery on the stress-outcome 
relationship. 
However, this result does not necessarily nullify the possibility of the main 
effects of mastery on mental health. Indeed, the study by Noh and Turner 
(1987) on mental health of caregivers of the mentally ill gave supports to the 
main effects of mastery on mental health. In this case, then, mastery exerted 
influences on mental health regardless of the intensity of stress experiences. 
Thus, it might have been interesting to compare the main and moderating 
effects of mastery on mental health of caregivers. Such a comparison may 
give us more understanding of the relative effects of these two variables on 
mental health outcomes. 
7.3.2 The Suppressor Functions of Coping Responses 
This study found that coping responses as a suppressor variables could not 
be substantiated. Even though itemized perceived stress was found to illicit 
more coping responses in respondents, the impacts of utilization of coping 
responses on GHQ and PIL could not be found. Moreover, even though both 
itemized perceived stress and global perceived stress did significantly affect 
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internal coping responses and external coping responses, external coping 
responses and internal coping responses, however, did not have significant 
impacts on GHQ and PIL. Thus, the original conceptual articulation of 
coping as a suppressor variable could not be substantiated in this study. In 
other words, although high levels of perceived stress did significantly lead to 
the employment of more coping responses, the employment of coping 
responses had not significantly caused poorer mental health among responses. 
It is only when perceived elicits more coping responses, and coping response, 
in turn, leads to better mental health will the suppressor functions of coping 
be seen. 
. 一 , - • 
Several reasons may account for the failure of this study to support a 
suppressor function of coping. First, the sample size may be too small and 
biased that such a suppressor function cannot be verified in this study. Thus, 
a larger sample may be able to give support to this. Secondly, coping 
responses may serve other buffering functions other than a suppressor 
function. For example, coping responses may have moderating effects on the 
impact of stress on mental health. Indeed, researches on the functions of 
. c o p i n g responses did verify the moderating effects of coping responses 
(Lazarus and Folkman, 1984 and Hwang, 1977). Thus, it may be worthwhile 
to explore the moderating effects of coping responses on the health outcomes 
of caregivers. 
7.3.3 Perceived Stress V.S. Chronic Strains as Predictor of Mental Health 
Outcomes 
一 Page 
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Across all twelve revised models, chronic strains do not appear to have 
the expected relationship and significant effects on GHQ and PIL. Thus, it 
may be concluded that chronic strains faced by caregivers do not directly 
affect mental health of caregivers. However, within the same equations, 
itemized perceived stress and global perceived stress do have strong and 
direct impacts on GHQ and PIL, indicating that the more perceptions of 
stress associated with problems in the care of the schizophrenics, the poorer 
their mental health conditions. From these findings, Noh and Turner's 
assertion that "difficulties associated with the presence and behaviours of patients 
•yeem^s to be relevant to psychological well-being only to the extent that they are 一？ - • 
perceived as a source of strains" is supported in this study. In other words, 
perception of stress appears to be a more powerful predictor of mental health 
outcomes than chronic strains faced by respondents. 
In order to explain these findings, one must take a look again at the 
nature of stress. According to Lazarus and Folkman (1984)，perceptions of 
stress occur only when a situation is appraised as harm, loss, threat or 
challenge. Moreover, stress is also experienced when coping responses are 
. eva lua ted to be ineffective to deal with the situation. Prolonged exposure to 
stress will then develop, in the person, certain somatic or psychological 
problems (Cox, 1978 and Eisdorfer, 1985). Thus, from the above discussion, 
then, objective conditions related to the care of the schizophrenics should not 
exert influences on mental health of caregivers unless these conditions are 
perceived to cause harm, loss or threat to caregivers; and that their coping 
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capacities are perceived by themselves to be inadequate. This way, the above 
findings should be of no surprise to us. 
7.4 Limitations 
To begin with, this study was undertaken with a non-random sample because 
it was difficult to get a sampling frame for all caregivers of schizophrenics in Hong 
Kong. Moreover, samples were taken from caregivers who themselves or whose 
schizophrenics members were attending formal social services. However, a large 
number of the caregivers who, for example, only had schizophrenics attending 
outpatient clinics for follow-ups, did not fall into the category of subjects. Yet, this 
sample size was rather small. But with all the difficulties considered, this was the 
most feasible way to recruit subjects for the study. Nonetheless, the 
representativeness and generalizability of the findings to the population might be 
limited. 
Secondly, analysis of variance were conducted to examine the relationships 
between demographic characteristics of respondents and other major variables such 
as mental health and coping responses of respondents. This method, however, had 
not compared the relative performances of different groupings of the demographic 
characteristics in other major variables. In fact, post-hoc comparisons could tell us 
more about the performances of different groupings of demographic characteristics 
in major variables such as mental health of respondents. 
Thirdly, the significant relationships between demographic characteristics of 
respondents and other major variables such as mental health and coping responses 
could have been due to chances. In fact, such T^pe 1 Error was not impossible 
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(Larzelene and Mulaik, 1977). However, due to limited time, this possibility had not 
been further analyzed. 
Fourthly, for this type of research on stress and coping, longitudinal study 
should be preferred to a cross-sectional one since in reality, some variables can or 
may occur only after other variables. For example, as in this study, occurrences of 
coping responses could not precede those of perceived stress. Without a longitudinal 
study, this relationship could only be assumed. But in a longitudinal study, this 
phenomena may actually be studied. 
Fifthly, this study focused on the impacts of caring for the schizophrenics on 
caregivers of schizophrenics. However, the impacts of caring for persons with other 
一々 —• 
types of mental illness can be different. This may be true because clinical features 
of one type of mental illness differ markedly from another type of mental illness; and 
thus, may have differential impacts on the caregivers concerned. 
Lastly, this study had only explored the impacts of caring for schizophrenics 
on the mental health of caregivers. But this study had also identified that the 
presences of schizophrenics at home affected all members in the households. 
Besides, other researches had indeed found that caring for the chronically ill had 
caused adverse effects on the whole family (McCubbin et al, 1982). Thus, future 
researches regarding care of the schizophrenics may focus on its impacts on the 
whole family. 
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Chapter Eight 
Recommendations And Conclusion 
The trend towards deinstitutionalization of the mentally ill including 
schizophrenics, as mentioned, have led to unintended problems. This study, in fact, had 
pointed out that one such unintended problem is the difficulties, stress and poorer 
mental health faced and experienced by caregivers of the schizophrenics. From the 
discussions in Chapter 7，it was revealed that the above-mentioned conditions of 
caregivers should have some implications on our services and policies for this group of 
people. Indeed, the creations and expansions of services for the caregivers will not only 
help this group of people themselves, but also will have, hopefully, positive effects on the 
quality of care provided by caregivers for the schizophrenics. This is not unlikely since 
a physically and mentally healthy caregiver will have more energy caring for the 
dependent schizophrenics. Moreover, since many mentally ill including schizophrenics 
do return to live their families in the communities, it is all the more important for us to 
help these caregivers since their abilities to care for the schizophrenics invariably affect 
schizophrenics successful returns to live in the communities. Thus, hereunder, is a list 
of recommendations on services and policies for the caregivers of the schizophrenics 
based on the discussions in Chapter 7. 
8.1 Stress Management For Caregivers 
This study indicates that caregivers are experiencing stress associated with the 
care of the schizophrenics. Moreover, the perceptions of stress have also led to poor 
mental health found among caregivers. Thus, teaching caregivers on how to manage 
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their stress becomes rather essential. Social workers may organize stress 
management courses or teach stress management skills to caregivers during 
individual counselling sessions. 
8.2 Teaching Caregivers Skills Tn T a c k l i n g Problems As…dated With The Care of The 
Schizophrenics 
This study identifies that difficulties associated with the care of the 
schizophrenics have indeed led to perceived stress experienced by caregivers. In 
tum，these perceptions of stress have caused poor mental health among caregivers. 
Thus，teaching specific skills in handling difficulties related to the care of the 
schizophrenics can reduce the stress and enhance mental health of caregivers. In 
particulars, skills in handling the bizzare and abnormal behaviours, poor volitions and 
destructive behaviours found in schizophrenics are helpful to caregivers. 
However, social workers should themselves be equipped with the knowledge 
and skills in handling these problems before they can teach caregivers the required 
skills. Thus, formal training in psychiatric social work and/or in-service training are 
warranted. 
8.3 Enhancement of a Sense of Mastery in Caregivers 
. T h i s study confirms the possessions of a sense of mastery among caregivers 
can help to reduce their negative mental health. Thus, to enhance the sense of 
mastery in caregivers, social workers may help caregivers develop competent skills 
in handling the difficulties associated with their care of the schizophrenics. Successes 
in overcoming these difficulties may strengthen the sense of mastery of caregivers. 
Moreover, social workers can also organize self-help groups for these caregivers. 
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Researches in the west had documented the potential positive effects of self help 
groups (Hatfield，1981，Hatfield and Lefley, 1989). It was found that self help groups 
can provide opportunities for learning skills in handling difficulties associated with 
the care of the mentally ill. These self-help groups can also enhance positive life 
attitudes towards the care of the mentally ill. Moreover, they can generate a sense 
of mastery among members. In Hong Kong, to the best of the student's knowledge, 
only Baptist Oi Kwan Social Services, United Christian Hospital and the Mental 
Health Association of Hong Kong had or are running self-help groups for caregivers. 
Thus，in view of the positive effects of self-help groups, more concerted efforts are 
needed. 
8.4 Respite Care For the Schizophrenics 
The provisions of constant and continuous care to a chronically dependent 
person can be rather stressful to some caregivers. Moreover, such prolonged 
exposure to stress may have adverse effect on the mental health of the caregiver. 
From this study, the above points have been confirmed. However, for various 
reasons, caregivers are unable or unwilling to disengage from these caregivers' roles. 
Thus respite care may become essential for caregivers so that they can be released 
teiijporarily to take some reset or to participate in social activities such as going on 
a trip. This break can be rather stress-reducing to some caregivers. 
However, at present, there is no one agency in Hong Kong which provides 
such respite care for the schizophrenics or mentally ill as a whole. Thus, social 
workers can be advocates of caregivers in this regard. Moreover, agencies providing 
services for the mentally ill should consider extending their services to include respite 
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care for the mentally ill. 
8.5 Enhancing Quality Of Family Life 
In this study, it is also found that the quality of family life of caregivers was 
affected by the presences of some schizophrenics at home. While some caregivers 
mentioned that disturbances in household living occurred with the presences of 
schizophrenics at home, others found that more quarrels occurred among other 
family members due to differences over the care of the schizophrenics. From this, 
it can be said that the presences of some schizophrenics at home do not only cause 
problems to the caregivers themselves, it also affects other family members living in 
the households. Henceforth, counselling services should be provided for these —， -‘ 
families when needed. 
However, at present, Family Services Centres do not usually take family cases 
with members having mental illnesses, and for these cases, they will be put to the 
care of the Medical Social Services whose workers are themselves caseworkers of the 
mentally ill. But with a heavy caseloads set at 1:250 for psychiatric outpatients and 
1:140 for psychiatric inpatients (HKCSS, 1990)，it is difficult for them to provide 
much indepth counselling for these families. 
^ One possible solution is to develop counselling services especially for 
caregivers and their families. Ideally, this should be in the form of a counselling 
team for caregivers. However, realistically, this may be in the form of a relative club 
to be manned by a social worker who can provide individual counselling and group 
services for the caregivers. Such a relative club may be attached to existing services 
such as Day Activity Centre for the mentally ill. However, the establishment of this 
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type of service for caregivers of mentally ill depends largely on financial commitment 
of the government. Thus, social workers are in the position to advocate this service •-
on behalf of caregivers. 
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酒 K 事 （22)— — 一 (22) 
(23)性濫交 ‘ （23) (23) 一 
( 2 4 )工作不穏定 （24) (24) 
(25)向你借錢 (25) (25) 
有 關 與 康 復 者 同 住 而 引 致 的 問 題 ， 你 面 對 有 下 各 ^ 問 題 的 a i 現 
列 那 幾 項 ？ 其 出 現 之 頻 密 程 度 是 怎 樣 的 7 給你帶來壓力有 
多大 ” 
(諝填上你認為最能夠代表你的現況的數字:： 夕 
4 3 2 1 4 3 2 1 1 ‘ ！ i ！ ！ I I 
經 間 極 從 十 相 一 完 i 
常 中 少 未 分 當 點 金 
a a 出 出 大 大 兒 沒 
現 現 現 現 . .有 
過 
！ 
(26)因照 顧 (康復者）（2 6 ) (26) 
，被鄰居投訴 
( 2 7 )因照顧康復者而不能跟朋 （27) (27) 
友或親屬見面 
( 2 8 )因照顧康復者而影攀家居 （28) (28; 
生活 ‘ 
(29)經，濟出現問題 （29) (29) 
( 3 0 )自已無法參與外間活動 （30) (30) — 
( 3 1 )家人之間有爭執或不和 （31) (31) 
( 3 2 )自已不能外出工作 （32) (32) I 
(33)其他 ： (32) (33) I 
I 
( 請 圏 上 你 認 為 最 能 拷 代 表 你 的 現 況 的 數 字 ） I 丨 
( 3 4 )在過去半年裡，你在蓝紫處 理 的 異 常 行 為 （ 請 給 • 子 ） i 
時，你感到的壓力是： I 
4 3 2 1 
i ！ i I 
！ I t _ j 
十 相 一 全 
分 當 點 S 
大 大 兒 有 
( 3 5 )在過去半年裡，你在面對處 理 的暴躁情祝（請給例子） 
時，你惑到的壓力是： 
^ t ？ ？ t 
1 1 1 ！ 
十 相 一 全 
分 當 點 沒 
大 大 兒 有 
( 3 6 )在過去半年裡，你在面對處 理 的弧立及被動情況（請給 
例子）時，你感到的壓力是： 
4 3 2 1 
I 1 I I I 1 1 I 
十 相 一 全 
分 當 點 沒 
大 大 兒 有 
( 3 7 ) 在過去半裡，你在面對處 理 的個人自我照 I I 問題（諫 
給例子）時，你感到的壓力： 
4 3 2 1 
1 1 1 1 ‘ 1 1 1 
十 相 一 全 i 
. 分 當 點 沒 I 
大 大 兒 有 ！ 
( 3 8 ) 總括而言，你在照 顧 (康復者）上，你慼到的整體壓力 i 
Atl • ； 
4 3 2 1 I 
j 1 I I I I I I I 
； ！ ； J 
十 相 一 全 
分 當 點 没 
大 大 兒 有 
I 
！ J 
一 , —• 
、•，• . ：^ :為乂 i 
汪 遼 去 半 年 裡 ， 當 你 面 對 在 顧 康 後 者 時 m 現 的 問 題 及 其 帶 來 的 歷 力 ， 
—般反應是： (請读上你認為最能夠代表你的現況的數字 ) 仗 
一 ^ •考 mi "Si 
4 3 S i f 
丨 丨 丨 丨M 
1 ； [ ； 
：：:面對問題去想辨法 (1) 
vr�請複述問題]忍_和冷靜 （2) 
；3； [請複述問題�保時樂觀 （3) 
( 4 ; 【請複述問題 ]黙黙承受 （ 4 ) ： 
( 5 : [ 請 複 述 問 題 ] 相 信 「 船 到 橋 頭 自 然 直 ， （ 5 ) 
( 6；【請複述問題�持著以不變應萬變的信念（⑴ 
( 7 ) [請複述問題 ]吸煙或飲酒 （7) 
( 8 ) [請複述問題 ]服食藥物 （8) I 
( S ) [ 請 複 述 問 題 ] 做 些 事 開 解 自 已 （9) , 
(妬：參與社交活動） I 
n c )[請複述問題]責怪荆人 （1C) 
( 1 1 ) [請複述問題 ]避免與任何人接騎 (11) 
：12)[請複述問題]向同事請求幫助 （12) 丨 
( 1 3 ) � 請 複 述 問 題 ] 向 鬆 生 / 護 理 人 員 請 求 解 助 （ � 3 ) I I 
( U ) [肆複述問題 ]向朋友請求 S 助 （14) I I I 
n s ) [請複述問題 ]向社工請求 s f e (15) 








1 2 3 4 丨 
(1) 像唔像做甚麼都能 比平時 和平時 薛 比平時 i 
集中精神？ 好一些 一 樣 差一些 差很多 
(2) 俱唔像擔心到好唔 一點 和平時 fc平時 比早转 
眠得？ 也不 差不多 多一些 多很多 
( 3 ) 像唔像羅羅攀到眠 一點 和平時 比平時 比平薛 
得唔好？ 也不 差不多 多一些 多很多 
( 4 ) 像唔係忙碌到無晒 比平時 和平時 [：[：平時 比平薛 
時閒？ 多一些 一 樣 少一些 少很多 
(5) 像唔像好似平時出 比平時 和平時 比平時 比平薛 
o S 多街？ 多一些 一 樣 少一些 少很多 
( 6 ) 1 理 日 常 工 作 像 唔 比別人 和规人 t b 別人 比锁人 
像 同 人 地 一 樣 甜 好 ？ 好 一 些 一 樣 差一些 差很多 
- ！ 
( 7 ) 像唔像覺得大致上 比平時 和竿時 比平時 平時 
做野都做得幾好？ 好一些 差不多 差一些 差很多 
( 8 ) 係晤像幾搞意自己 t b 平時 和平時 t b 平時 fcb平薛 
做野既方式？ 較獨意 差 不 多 較 不 攝 意 更 不 礎 意 
( 9 ) 能唔能夠親切對待 比平時 和平時 出平時 [ i 平特 
你周圍既人？ 好一些 差不多 差一些 差很多 
( 1 0 ) 像 晤 像 容 易 同 人 相 b t 平時 和平時 fcb平時 比平時 
處？ 好一些 差不多 差一些 差很多 
( 1 1 )像唔像好多時間同 tb平時 和平時 比平時 比平時 
人傾偈？ 多一些 差不多 少一些 更少 
( 1 2 )像唔像覺得自己做 比平時 和平時 bb平時 比平時 
甚麼事情都有用？ 有用 差不多 沒用 更沒用 
( 1 3 ) 像唔像覺得對事情 比平時 和平時 比平時 比平時 
可 以 自 己 立 定 主 意 ？ 多 一 些 差不多 少一些 更少 
( 1 4 ) 像唔像覺得成日有 一點 和平時 比平時 比平時 
精神壓力？ 也不 差不多 多一些 多很多 . 
( 1 5 ) 俗 唔 俱 覺 得 晤 能 夠 一 點 和平時 t b 平時 比平時 
克服自己既困難？ 也不 差不多 多一些 多很多 
( 1 6 )成日覺得人生好 一點 和平時 比平時 比平時 





能转 K 心渡過 E i 比平時 和平時 比平時 � [ 3平時 I 
常生活。 多一些 差不多 少一些 少很多 丨 ‘ I 
n s )楚得自己傲野非 一點 和平時 tb平转 卜L巫時 
常認真9 也不 差不多 多一些 多很多 
( > 3 ) 無端竭货得好害 一點 和平時 t b平時 ’一.平時 
泊或恐慌 " 也不 差不多 多一些 g很多 
( 2 0 ) 能夠面紫自己既 h b平時 和平時 比平時 t c ;平時 
困難？ 多一些 差不多 少一些 少很 ¥ 
(21)事情太多應付不 一點 和平時 tb平睹 平時 
來 9 也不 差 不 多 一 些 妄 很 g 
(22)覺得好唔開心又 一點 和罕時 比平時 一平转 
悶悶不樂 7 也不 差不多 多一些 g 很 多 
( 2 3 ) 對 自 己 失 _ 信 心 ？ 一點 和平薛 出平時 出平時 
也不 差不多 多一些 多很多 
( 2 4 ) 覺得自己惧個無招 一點 和平時 平時 比平時 
『^人;？ 也不 差不多 多一些 多很 -
( 2 5 ) 覺得人生完全有晒 一點 和平時 吐平時 t f c平時 
希望？ 也不 差不多 多一些 多很多 
( 2 5 ) 竺得自己既将來好 比平時 和平時 出平時 f^b巫芸 
有 希 望 多 一 些 差不多 少一些 少很多 
( 2 7 )大致上來講’樣樣 fcb平持 和平時 比•時 —平誇 
野都幾開心？ 多一些 差不多 少一些 差很多 
( 2 S ) 或 E 覺 得 心 神 不 一點 和平時 t b平時 t b平時 
安，同埋緊張？ 也不 差不多 少一些 多一些 
( 2 9 ) 覺得唔值得繼續 一點 和平特 t i :平時 t i :平特 
傲人？ t t 不 差不多 多一些 多很多 
( 3 0 ) 因為神經太過緊 一點 和平時 比平時 平詩 
張’覺得自己有 也不 差不多 多一些 劣很多 
時傲甚麼都做唔 — y 
倒 ？ 
I i t 
在下列的句子中’諸圈上你認為最能夠代表你的現況的數字答 
案，請留意這些數字是從一個極端到另外一個相反的極端，而它們 
是 代 表 不 同 程 度 的 感 受 。 〔 4 〕 是 代 表 没 有 意 見 ， （ 或 不 能 作 出 任 
何判斬） 
( 1 )你通常是 
1 2 3 4 5 6 7 
丨  ！ i i i i I 
= ； 1. i 1 1 1 
十分厭煩生活 無意見 完全熱愛生活 
活力充沛 
( 2 )生命你來說似乎 
1 2 3 4 5 6 7 
i i I 1 ！ I I I ！ ！ 1 1 1 . 
總，令人興奮 無意見 十分死板 
禾D ® 胃 ^ ^ /J-
( 3 )在你的生命裡，你 
1 2 3 4 5 6 7 
"十 ！ I 丨 I I I ‘ ‘ ！ ！ 1 1 I 
完全沒有目標 無意見 有十分清楚 
的目標 
( 4 )你覺得自已生存在値世界上是 
1 2 3 4 5 6 7 
1 i i i i I ！ 
J 1 i ！ 1 i I 
完全沒有意義 無意見 十分有意義 
( 5 ) 每 天 的 生 活 對 你 來 說 都 是 
1 2 3 4 5 6 7 
‘ 1 ！ i 1 I I 1— 1 I I ！ j 
經常都是不同的 無意見 絶對都是一樣 
( 5 ) 如 A 你 可 以 選 擇 ， 你 會 
1 2 3 4 5 6 7 
！ I i I 1 i i ‘ ‘ ‘ 1 1 1 1 
選擇從來沒有 無意見 十分希望維持 
到這個世界上 你現在的情況 
( 7 ) 當 你 退 休 時 ， 你 想 / 你 自 已 會 
1 2 3 4 5 6 7 
I I I I I I I ‘ ‘ 1 1 I I I 




� s ; 在 爭 取 完 成 你 的 人 生 g 標 上 ， 你 是 ： i 
： 2 3 4 5 6 7 ^ 
‘ i i I i i i ！ ‘ i 1 I 1 I 
從來没有何進展 無意見 己完全達成你 
的理想 
( 9 )你的生命是 
： 2 3 4 5 6 ? 
1 i I i I ！ ； I 
： ； ！ L ； , , ！ 
空虛和充滿著失望 無意見 充滿多姿多彩 i 
的事情 i j 
( I G ) 如果你今天便要死去，你會覺得你一向的生活是 i 
� 2 3 4 5 6 7 ! 
> f • I ！ i I ； ！ ‘ i 1 1 ！ I 1 
十分有價值 無意見 十分没價值 
( 1 1 )當你在思想自己的存在意義時，你 
1 2 3 4 5 6 7 i t ！ ! I ： , ‘ ‘ , i 1 i I t 
； 1 ！ 1 ！ ； , 
運常懷疑自已生存 無意見 經常都知自已 
的意義 生存的意義 
( 1 2 )你生存在這世界上，你覺得這個世界是 
1 2 3 4 5 6 7 
) ( “ ： , , , i .丨 ！ I 1 ； I ‘ i 1 1 i i 
工分潖亂 無意見 非常有條理 
(13)你是一個 
1 2 S 4 5 6 7 
i I ！ 1 I ； I ‘ 1 1 ！ i 1 [ 
十分不負責任的人 無意見 十分有責任惑的人 
( 1 4 )對於人是否有自由去選擇自已的一切時，你認為人是 
” 2 3 4 5 6 7 
’ I I I ！ I I ‘ ‘ J I ： ： [ 
完全自由地去做任 無意見 完全被遣傳及環 
i ^ w m s B ^ m 境因素所限制 
(15)對於死亡，你是 
1 2 3 4 5 6 7 
‘ L ‘ 1 ！ I 1 ‘ ‘ 1 1 I I t 
完全有準備和 無意見 沒準備及懼怕 
不懼怕 








1 2 3 4 5 6 7 
； I I I I ; : ‘ i L 1 1 ！ , 
曾經很藏肅和認真 無意見 完 全 沒 有 G 遗 , 
坦認為它是解決問 ！ 
題一種方法 
( 1 7 )你對找尋自已的生存目標和意義的能力是 
1 2 3 4 5 6 7 
！ ‘ i i I 1 ： i L L 1 ！ ； ^ 
十分強 無意見 完全沒有能力 
(18)你的生命是 
I 2 3 4 5 6 7 
！ ！ I t i l l ‘—— 1 1 t ； ； ； 
掌 - 及 控 制 在 自 己 無意見 不在自己的掌握 
& 手 裡 下及搡逾在夕卜在 
因素裎 
( 1 9 )面對启己日常的工作，你感到 
1 2 3 4 5 6 7 
i i I I ！ i I ‘ i _L ！ . I ； • 
是快樂和滿足的來源 無意見 令你痛苦和沉,节 
(20)在你的生命裡，你已經發現 
1 2 3 4 5 6 7 
！ ！ I i i I i ^ ‘ 1 ： ； 




二 下 是 一 連 串 描 述 你 對 生 活 的 感 受 的 句 子 ， 你 是 否 同 惹 7 1 
(請 m 上你認為最能夠代表你的現況的數字） i 
1 I 
'9? ； 
非 宾 ！ 
常 不 ：？；丨 
！ 同 同 [ ^ 丨 
意 意 意 意 
I ！ ！ , I 
‘ ^ ^ 
( 1 )我對發生在我身上的事情只有很少的 （1) I 
控制能力。 “一 
( 2 )我真的沒有辦法可以解決一些我面對 （2) 
著的問題。 
( 3 ) 我 不 能 傲 些 什 麼 去 改 變 很 多 發 生 在 我 （3) 
生命裡的重要事情。 
( 4 ) 當 我 要 解 決 生 活 的 問 題 時 ， 我 經 常 會 （4) 1 
感到無助。 
( 5 ) 有 時 我 會 感 到 我 的 人 生 是 受 到 莉 人 和 （5) I 
命蓮所擺怖。 丨 
( 6 )將來發生在我身上的事情大部份是取 （6) 
決於我自己。 










？ K l i s i i i ： 個 人 资 料 i 
以 上 是 問 及 一 些 有 赌 你 館 人 及 家 庭 現 況 的 資 料 , 請 按 你 ， 自 己 及 家 庭 的 
二 5 識作 S � “ “ 
(1) ( l a ) 性別： 1. • 男 2. • 女 
( l b ) 與康復者之關依 
n 力）康復者接受服務之單位 
(2) 年齡： 




(7) 襟的居住狀況是： 二 = 
( 8 ) 儉家中通常有多少人一起居住（运运自己） 人 
( 9 ) 你 現 時 有 沒 有 工 作 ？ 1 . • 有 （ 請 答 1 0 - 1 3 題 ） 
2. • 無 （ 轉 答 1 4 題 ） 
(10) 你在的工作是全職或兼職（包括拿東西回家做，如車衣）” 
- • 全 職 2. • 兼 職 
(11) 位 現 時 工 作 的 平 均 月 入 是 多 少 ？ 
(12) 位 的 家 庭 總 收 入 每 月 大 概 多 少 ？ 一 = 二二 = 二 
(13) 上述收人的來源： ’ 
• 薪 金 （ 包 括 花 紅 等 ） 2 . •親人供給（如：子女） 




4 ) 家 中 共 有 多 少 人 在 過 去 半 年 g 經 神 科 S 生 或 心 理 專 家 ？ 
人 （包括康復者本身） 
(15) 把 / 他 們 與 你 的 關 像 ？ 
^ 隱 . 看 了 醫 專 家 多 々 同伴了多々？ f 芒 g > 
二-
会. 
‘ t. ： 
I • — — — — 
( I S ) 除 了 你 之 外 ， 家 中 還 有 誰 照 顧 康 復 者 ？ 
(17) 在過去六個月裡，你是否有約見過社會工作者？ 一一 
1. • 有 2. • 無 
(18) < 你 所 要 求 的 S 助 / 服 務 有 那 幾 項 ？ 
服務類剧 社工類別 （請删去不適罔者） 
痛 意 / 不 痛 意 
滿 意 Z 不 痛 意 
；• 痛 意 不 满 意 . 
( 1 9 ) 
• � I 
I » r 
• 0 > i 
( 2 C) ^ 是否同窓社容工作者尔的家庭 l ；： ^ ? ^ ^ " 
4 3 2 1 ； 
1 i I ； I I 1 1 I 
非 ：• 
非• 常 I 
常 不 不 ； 
同 同 同 同 I 
思、 层、 /瑟、 思、 ！ 
( 2 1 )如有任何寄居服務（如：中途宿舎）可供你那康復中的家人居住，你會 i 
否 選 擇 j 
L n 會 2. • 否 3. • 不 知 道 i i 
I 













N o . 
A Q u e s t i o n n a i r e 
o n L i v e s of C a r e g i v e r s of t h e M e n t a l l y ill 
I am a g r a d u a t e s t u d e n t of S o c i a l W o r k D e p a r t m e n t o f C h i n e s e 
U n i v e r s i t y o f H o n g K o n g a n d a m c o n d u c t i n g a s u r v e y o n u n d e r s t a n d i n g t h e 
l i v e s o f c a r e g i v e r s o f t h e m e n t a l l y i l l . S i n c e y o u a r e a c a r e g i v e r o f 
t h e m e n t a l l y i l l , y o u a r e i n v i t e d t o p r o v i d e i n f o r m a t i o n c o n c e r n i n g 
y o u r s e l f . T h e f o l l o w i n g q u e s t i o n s h a v e n o r i g h t o r w r o n g a n s w e r , b u t 
d e p e n d v e r y m u c h o n y o u r o w n v i e w s a b o u t t h o s e q u e s t i o n s . A l l 
i n f o r m a t i o n c o l l e c t e d w i l l o n l y b e u s e d f o r r e s e a r c h p u r p o s e a n d w i l l 
b e k e p t i n s t r i c t c o n f i d e n c e . T h a n k y o u f o r y o u r c o - o p e r a t i o n . P l e a s e 
b e r e a d y t o a n s w e r m y q u e s t i o n s . 
Part A 
In t h e p a s t s i x m o n t h s , w h e n c a r i n g f o r H o w m u c h s t r e s s d o 
h a v e y o u f a c e d t h e f o l l o w i n g y o u e x p e r i e n c e 
p r o b l e m s ? H o w o f t e n d o t h e s e p r o b l e m s o c c u r ? w i t h e a c h o f t h e s e 
p r o b l e m s ? 
4 3 2 1 4 3 2 1 
. I——i 1 I I I I I 
4 - a l w a y s 4 一 v e r y 
3 - o c c a s i o n a l l y s u b s t a n t i a l 
2 - r a r e l y 3 - s u b s t a n t i a l 
1 - n e v e r 2 - a l i t t l e 
1 - n o 
1 • N o t t a k i n g d r u g s o n 1 • 
s c h e d u l e d t i m e 
2 . O n l y t a k e c e r t a i n d r u g s 2 . 
a n d n e g l e c t o t h e r s ""“ ‘ 
3 . T a k e t h e w r o n g m e d i c a t i o n s 3 . 
4 . R e f u s e t o t a k e m e d i c a t i o n s 4 . Z I Z Z Z I I Z I Z 
5 . R e f u s e t o g o f o r m e d i c a l 5 . ^ Z Z Z Z Z Z Z Z I Z 
f o l l o w - u p s 
6 . B i z z a r e b e h a v i o u r s ( e . g . 6 . 
s e l f - m u t t e r i n g ) 
7 . F l u c t u a t i o n o f e m o t i o n s 7 . 
( e . g . t e m p e r t a n t r u m ) “ 
8 . B i z z a r e t h o u g h t s 8 . 
9 . D e s t r u c t i v e b e h a v i o u r s 9 , ZZZZZZZII I I 
( e . g . d a m a g e h o u s e h o l d 
p r o p e r t i e s ) 
1 0 . U n j u s t i f i e d d e m a n d s 1 0 . 
1 1 . H a v e s u i c i d a l t h o u g h t s 1 1 . Z Z Z I I I I I Z I I 
o r / a n d a t t e m p t s 
1 2 . I d o l a t h o m e 1 2 . 
1 3 . R e f u s e t o p e r f o r m h o u s e - 1 3 . 1 3 . 
h o l d d u t i e s “ 
1 4 . R e f u s e t o p a r t i c i p a t e in 1 4 . 14. 
a n y s o c i a l a c t i v i t i e s 
1 5 . R e f u s e t o g o t o w o r k 1 5 . 15. 
1 6 . S p e n d a g r e a t d e a l of t i m e 1 6 . 1 6 . H Z Z I I I I Z Z I I Z ! ] 
i n b e d 
1 7 . I r r e g u l a r d a i l y l i v i n g 1 7 . 17. 
p a t t e r n s “ 
1 8 . N e g l e c t o f p e r s o n a l 1 8 . 1 8 . 
h y g i e n e 、 
1 9 . L e a v e h o u s e w i t h o u t 1 9 . 19. 
i n f o r m i n g o t h e r s ~~ 
2 0 . G a m b l i n g h a b i t s 2 0 . 2 0 . 
2 1 . N o c o n t r o l o v e r s p e n d i n g 2 1 . 21, Z I Z I Z I Z I Z Z Z ^ 
2 2 . D r u n k a n d c a u s e t r o u b l e s 2 2 . 22. ZZZZ^Z^ZIim" 
2 3 . S e x u a l p r o m i s c u i t y 2 3 . 2 3 . 
2 4 . I r r e g u l a r i t y o f w o r k 2 4 . 2 4 . "“ 
2 5 . B o r r o w m o n e y f r o m y o u 25, 2 5 . 
2 6 . W h i l e l i v i n g t o g e t h e r , y o u 2 6 . 2 6 . 
r e c e i v e c o m p l a i n t s f r o m 
n e i g h b o u r s c o n c e r n i n g 
s c h i z o p h r e n i c s 
2 7 . C a n n o t j o i n f r i e n d s / o t h e r 2 7 . 2 7 . 
r e l a t i v e s d u e t o c a r e o f 
s c h i z o p h r e n i c s 
2 8 . H o u s e h o l d l i v i n g a f f e c t e d 2 8 . 2 8 . 
d u e t o c a r e o f 
s c h i z o p h r e n i c s 
2 9 . F i n a n c i a l d i f f i c u l t i e s 2 9 . 2 9 . 
3 0 . C a n n o t p a r t i c i p a t e in 3 0 . 3 0 . Z l l l Z I I ^ n ! ! ! ^ 
s o c i a l a c t i v i t i e s d u e t o ‘ 
c a r e o f s c h i z o p h r e n i c s 
3 1 . D i s p u t e s a m o n g f a m i l y 3 1 . 31. 
m e m b e r s a r i s e n f r o m "“ 
d i f f e r e n c e s o v e r t h e c a r e 
o f s c h i z o p h r e n i c s 
3 2 . C a n n o t g o o u t t o w o r k d u e 3 2 . 3 2 . 
t o c a r e of s c h i z o p h r e n i c s “ 
3 3 . O t h e r s : 33• 3 3 . 
3 4 . I n t h e p a s t s i x m o n t h s , w h e n h a n d l i n g b i z z a r e a n d a b n o r m a l 
b e h a v i o u r s m a n i f e s t e d b y h o w m u c h s t r e s s d o y o u 
e x p e r i e n c e ? 
4 3 2 1 
I —I 1 I 
v e r y s u b s t a n t i a l l i t t l e n o 
s u b s t a n t i a l 
3 5 . In t h e p a s t s i x m o n t h s , w h e n h a n d l i n g f l u c t u a t e d a n d u n c o n t r o l l a b l e 
e m o t i o n s m a n i f e s t e d b y , h o w m u c h s t r e s s d o y o u 
e x p e r i e n c e ? 
4 3 2 1 
I 1 I I 
v e r y s u b s t a n t i a l l i t t l e n o 
s u b s t a n t i a l 
3 6 . In t h e p a s t s i x m o n t h s , w h e n h a n d l i n g p r o b l e m s o f s o c i a l i s o l a t i o n 
a n d p o o r v o l i t i o n s in , h o w m u c h s t r e s s d o y o u 
e x p e r i e n c e ? 
4 3 2 1 
I 1 I I 
v e r y s u b s t a n t i a l l i t t l e n o 
s u b s t a n t i a l 
3 7 . In t h e p a s t s i x m o n t h s , w h e n h a n d l i n g p o o r s e l f c a r e in 
, h o w m u c h s t r e s s d o y o u e x p e r i e n c e ? 
4 3 2 1 
一 I L_ 1 I 
v e r y s u b s t a n t i a l l i t t l e n o 
s u b s t a n t i a l 
3 8 . W h a t is y o u r o v e r a l l l e v e l of s t r e s s f u l e x p e r i e n c e r e l a t e d t o t h e 
c a r e of ？ 
4 3 2 1 
I 1 I I 
v e r y s u b s t a n t i a l l i t t l e n o 
s u b s t a n t i a l 
Part B 
In t h e p a s t s i x m o n t h s , w h e n f a c i n g p r o b l e m s a n d e x p e r i e n c i n g s t r e s s 
r e l a t e d t o t h e c a r e of , w h a t a r e y o u r u s u a l r e s p o n s e s ? 
1 . F a c e p r o b l e m s a n d d e r i v e s o l u t i o n s 1. 
2 . B e p a t i e n t a n d c a l m 2 . 
3 . B e p o s i t i v e 3 , 
4 . A c c e p t p r o b l e m s in p a s s i v i t y 4 . 
5 . A d o p t t h e a t t i t u d e o f "a s a i l b o a t g o i n g w i t h 5 . 
t h e c u r r e n t w i l l a u t o m a t i c a l l y p a s s t h r o u g h 
t h e a r c h e s of a b r i d g e " 
6 . A d o p t t h e a t t i t u d e of " c o p i n g w i t h t h e 6 . 
s h i f t i n g e v e n t s b y s t i c k i n g t o o n e 
u n c h a n g e a b l e w a y " 
7 . S m o k e a n d d r i n k 7 , 
8 . T a k e d r u g s ~ 
9 . D q s o m e t h i n g t o m a k e o n e s e l f m o r e h a p p y 9. 
1 0 . B l a m e o t h e r s ^ O . 
1 1 . S t a y a w a y f r o m a n y s o c i a l c o n t a c t s 11. 
1 2 . S e e k h e l p f r o m c o l l e a g u e s 1 2 . 
1 3 . S e e k h e l p f r o m d o c t o r s a n d o r o t h e r 1 3 . 
p r o f e s s i o n a l s 
1 4 . S e e k h e l p f r o m f r i e n d s 14• 
1 5 . S e e k h e l p f r o m s o c i a l w o r k e r s i s . 
1 6 . S e e k a d v i c e f r o m f o r t u n e t e l l e r s 1 6 . 
Part B 
P l e a s e r e a d t h i s c a r e f u l l y . 
W e s h o u l d l i k e t o k n o w if y o u h a v e h a d a n y m e d i c a l c o m p l a i n t s , a n d h o w 
y o u r h e a l t h h a s b e e n in g e n e r a l , o v e r t h e p a s t f o u r w e e k s . P l e a s e 
a n s w e r A L L t h e q u e s t i o n s o n t h e f o l l o w i n g p a g e s s i m p l y b y u n d e r l i n i n g 
t h e a n s w e r w h i c h y o u t h i n k m o s t n e a r l y a p p l i e s t o y o u . R e m e m b e r t h a t 
w e w a n t t o k n o w a b o u t p r e s e n t a n d r e c e n t c o m p l a i n t s , n o t t h o s e t h a t y o u 
h a d in t h e p a s t . 
I t i s i m p o r t a n t t h a t y o u t r y t o a n s w e r A L L t h e q u e s t i o n s . 
T h a n k y o u v e r y m u c h f o r y o u r c o - o p e r a t i o n . 
HAVE TOO RECENTLY; 
1 . b e e n a b l e t o c o n c e n t r a t e o n w h a t e v e r y o u ' r e d o i n g ? 
B e t t e r t h a n u s u a l 
S a m e a s u s u a l 
L e s s t h a n u s u a l 
M u c h l e s s t h a n u s u a l 
. 一 ， -
2 . l o s t m u c h s l e e p o v e r w o r r y ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
3 . b e e n h a v i n g r e s t l e s s , d i s t u r b e d n i g h t s ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
4 . b e e n m a n a g i n g t o k e e p y o u r s e l f b u s y a n d o c c u p i e d ? 
M o r e t h a n u s u a l 
S a m e a s u s u a l 
L e s s t h a n u s u a l 
M u c h l e s s t h a n u s u a l 
5 . b e e n g e t t i n g o u t o f t h e h o u s e a s m u c h a s u s u a l ? 
M o r e s o t h a n u s u a l 
S a m e a s u s u a l 
L e s s t h a n u s u a l 
M u c h l e s s t h a n u s u a l 
6 . b e e n m a n a g i n g a s w e l l a s m o s t p e o p l e w o u l d in y o u r s h o e s ? 
M o r e s o t h a n u s u a l 
S a m e a s u s u a l 
R a t h e r l e s s t h a n u s u a l 
M u c h l e s s t h a n u s u a l 
7 . b e e n f e e l i n g o n t h e w h o l e y o u w e r e d o i n g t h i n g s w e l l ? 
B e t t e r t h a n u s u a l 
A b o u t t h e s a m e 
L e s s w e l l t h a n u s u a l 
M u c h l e s s w e l l 
8 . b e e n s a t i s f i e d w i t h t h e w a y you‘re c a r r i e d o u t y o u r t a s k ? 
B e t t e r t h a n u s u a l 
A b o u t a s u s u a l 
L e s s w e l l t h a n u s u a l 
M u c h l e s s w e l l 
9 . b e e n a b l e t o f e e l w a r m t h a n d a f f e c t i o n f o r t h o s e n e a r t o y o u ? 
B e t t e r t h a n u s u a l 
A b o u t s a m e a s u s u a l 
L e s s w e l l t h a n u s u a l 
M u c h l e s s w e l l 
1 0 . b e e n f i n d i n g it e a s y t o g e t o n w i t h o t h e r p e o p l e ? 
B e t t e r t h a n u s u a l 
A b o u t s a m e a s u s u a l 
L e s s w e l l t h a n u s u a l 
M u c h l e s s w e l l 
1 1 . s p e n t m u c h t i m e c h a t t i n g w i t h p e o p l e ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
1 2 . f e l t t h a t y o u a r e p l a y i n g a u s e f u l p a r t in t h i n g s ? 
M o r e so t h a n u s u a l 
S a m e a s u s u a l 
L e s s u s e f u l t h a n u s u a l 
M u c h l e s s u s e f u l 
1 3 . f e l t c a p a b l e o f m a k i n g d e c i s i o n s a b o u t t h i n g s ? 
M o r e s o t h a n u s u a l 
S a m e a s u s u a l 
L e s s u s e f u l t h a n u s u a l 
劣 M u c h l e s s u s e f u l 
1 4 . f e l t c o n s t a n t l y u n d e r s t r a i n ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
1 5 . f e l t t h a t y o u c o u l d n ' t o v e r c o m e y o u r d i f f i c u l t i e s ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
1 6 . b e e n f i n d i n g l i f e a s t r u g g l e a l l t h e t i m e ? 
N o t at a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
1 7 . b e e n a b l e t o e n j o y y o u n o r m a l d a y - t o - d a y a c t i v i t i e s ? 
M o r e so t h a n u s u a l 
S a m e a s u s u a l 
L e s s u s e f u l t h a n u s u a l 
M u c h l e s s u s e f u l 
1 8 . b e e n t a k i n g t h i n g s h a r d ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
1 9 . b e e n g e t t i n g s c a r e d o r p a n i c k y f o r n o g o o d r e a s o n ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
—， M u c h m o r e t h a n u s u a l 
2 0 . b e e n a b l e t o f a c e u p t o y o u r p r o b l e m s ? 
M o r e so t h a n u s u a l 
S a m e a s u s u a l 
L e s s u s e f u l t h a n u s u a l 
M u c h l e s s u s e f u l 
2 1 . f o u n d e v e r y t h i n g g e t t i n g o n t o p o f y o u ? 
N o t at a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
2 2 . b e e n f e e l i n g u n h a p p y a n d d e p r e s s e d ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
" M u c h m o r e t h a n u s u a l 
2 3 . b e e n l o s i n g c o n f i d e n c e in y o u r s e l f ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
2 4 . b e e n t h i n k i n g o f y o u r s e l f a s a w o r t h l e s s p e r s o n ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
2 5 . f e l t t h a t l i f e is e n t i r e l y h o p e l e s s ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
2 6 . b e e n f e e l i n g h o p e f u l a b o u t y o u r o w n f u t u r e ? 
M o r e s o t h a n u s u a l 
A b o u t s a m e a s u s u a l 
L e s s so t h a n u s u a l 
M u c h l e s s h o p e f u l 
2 7 . b e e n f e e l i n g r e a s o n a b l y h a p p y a l l t h i n g s c o n s i d e r e d ? 
M o r e s o t h a n u s u a l 
A b o u t s a m e a s u s u a l 
L e s s s o t h a n u s u a l 
M u c h l e s s h o p e f u l 
2 8 . b e e n f e e l i n g n e r v o u s a n d s t r u n g - u p a l l t h e t i m e ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
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2 9 . f e l t t h a t l i f e i s n ' t w o r t h l i v i n g ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
3 0 . f o u n d a t t i m e s y o u c o u l d n ' t d o a n y t h i n g b e c a u s e y u r n e r v e s w e r e t o o 
b a d ? 
N o t a t a l l 
N o m o r e t h a n u s u a l 
R a t h e r m o r e t h a n u s u a l 
M u c h m o r e t h a n u s u a l 
Part B 
F r o m t h e f o l l o w i n g s t a t e m e n t s , p l e a s e c i r c l e t h e n u m b e r w h i c h m o s t 
a c c u r a t e l y r e f l e c t s y o u r o p i n i o n s o n t h a t p a r t i c u l a r s t a t e m e n t . P l e a s e 
b e r e m i n d e d t h a t n u m b e r 1 a n d n u m b e r 7 a r e o n o p p o s i t e e x t r e m e s , a n d 
n u m b e r f o u r r e p r e s e n t s n o o p i n i o n o r u n d e c i d e d . 
1 . I a m u s u a l l y 
1 2 3 4 5 6 7 
I 1 1 1 I I i 
c o m p l e t e l y n o e x u b e r a n t 
b o r e d a n s w e r 
2 . L i f e t o m e 
7 6 5 4 3 2 1 
‘ 1 1 1 I I I 
a l w a y s c o m p l e t e l y 
e x c i t i n g r o u t i n e 
3 . In l i f e , I h a v e —, -« 
1 2 3 4 5 6 7 
‘ ' 1 1 I I I 
n o 9 o a l very clear 
a t a l l g o a l s a n d 
a i m s 
4 . M y p e r s o n a l e x i s t e n c e is 
1 2 3 4 5 6 7 
‘ 1 1 1 1 I I 
u t t e r l y m e a n i n g l e s s p u r p o s e f u l 
w i t h o u t p u r p o s e m e a n i n g f u l 
5 . E v e r d a y i s 
了 ， 5 4 3 2 1 1 1 1 1 I I 
c o n s t a n t l y n e w e x a c t l y 
t h e s a m e 
6 . If I c o u l d c h o o s e , I w o u l d p r e f e r 
1 2 3 4 5 6 7 
‘ ‘ 1 L— 1 I I 
n e v e r t o h a v e l i k e l i v e s 
b e e n b o r n j u s t l i k e 
t h i s o n e 
7 . A f t e r r e t i r i n g , I w o u l d d o 
7 6 5 4 3 2 1 
‘ 1 1 1 I I I 
s o m e o f t h e l o a f c o m p -
e x c i t i n g t h i n g s l e t e l y t h e 
I h a v e a l w a y s w a n t e d r e s t of m y 
t o d o l i f e 
8 . In a c h i e v i n g l i f e g o a l s , I h a v e m a d e 
1 2 3 4 5 6 7 
‘ 1 1 1 I I I 
n o p r o g r e s s p r o g r e s s e d 
t o c o m p l e t e 
f u l f i l l m e n t 
9 . M y l i f e 
1 2 3 4 5 6 7 
‘ 1 1 1 I I I 
i s e m p t y , r u n n i n g 
f i l l e d o n l y w i t h o v e r w i t h 
d e s p a i r e x c i t i n g 
g o o d t h i n g s 
1 0 . If I s h o u l d d i e t o d a y , I w o u l d f e e l t h a t m y l i f e 
1 2 3 4 5 6 7 
‘ 1 1 1 I I I 
h a s b e e n v e r y c o m p l e t e l y 
w o r t h w h i l e w o r t h l e s s 
1 1 . In t h i n k i n g o f m y l i f e , 
1 2 3 4 5 6 7 
‘ 1 1 1 1 I I 
o f t e n w o n d e r a l w a y s s e e 
w h y I e x i s t a reason for 
m y b e i n g 
h e r e 
\ 
1 2 . A c I s e e t h e w o r l d i n r e l a t i o n t o m y l i f e , t h e w o r l d i s 
！ 〒 3 4 5 6 7 
‘ “ 1 1 1 _ - I I 
c o m p l e t e l y f i t s 
confuses me mBaningfully 
with n y life 
1 3 . I a m a 
I 2 3 4 5 6 7 
‘ ‘ 1 1——— 1 I I 
v e r y i r r e s p o n s i b l e v e r y 
p e r s o n r e s p o n s i b l e 
p e r s o n 
1 4 . C o n c e r n i n g man‘s f r e e d o m t o m a k e h i s o w n c h o i c e s , I 
1 2 3 4 5 6 7 
I 1 L 1 I I I 
b e l i e v e m a n is c o m p l e t e l y 
a b s o l u t e l y f r e e b o u n d b y 
t o m a k e a l l limitations 
l i f e c h o i c e s of h e r e d i t y 
& e n v i r o n m e n t 
1 5 . W i t h r e g a r d t o d e a t h , I a m 
7 6 5 4 3 2 1 
I 1 1 I I I 
p r e p a r e d a n d u n p r e p a r e d 
u n a f r a i d a n d a f r a i d 
1 6 . W i t h r e g a r d t o s u i c i d e ,工 
！ 〒 3 4 5 6 7 
‘ ‘ 1 1 1 I I 
h a v e t h o u g h t of n e v e r g i v e n 
it s e r i o u s l y a s a s e c o n d 
a w a y o u t t h o u g h t 
一 "jf - • 
1 7 . I r e g a r d m y a b i l i t y t o f i n d a m e a n i n g , p u r p o s e o r m i s s i o n in l i f e 
7 6 5 4 3 2 1 
‘ ‘ L 1 1 I I 
v e r y g r e a t p r a c t i c a l l y 
n o n e 
1 8 . M y l i f e is 
7 6 5 4 3 2 1 
‘ ‘ 1 i I I I 
in m y h a n d s , a n d o u t o f m y 
I a m in c o n t r o l h a n d s a n d 
o f k c o n t r o l l e d 
b y e x t e r n a l 
f a c t o r s 
1 9 . P a c i n g m y d a i l y t a s k s i s 
了 ， 5 4 3 2 1 ‘ ‘ 1 1 1 I I 
a s o u r c e of a p a i n f u l 
p l e a s u r e a n d a n d b o r i n g 
s a t i s f a c t i o n e x p e r i e n c e 
2 0 . I h a v e d i s c o v e r e d 
] 2 3 4 5 6 7 
‘ ‘ » L 1 I I 
n o m i s s i o n o r c l e a r - c u t 
p u r p o s e in l i f e g o a l s a n d a 
s a t i s f y i n g 
life purpose 
Part B 
H o w s t r o n g l y d o y o u a g r e e t h a t e a c h of t h e f o l l o w i n g s t a t e m e n t s 
d e s c r i b e s y o u r f e e l i n g t o w a r d s y o u r s e l f ? 
4 3 2 1 
1 I I I 
4 - s t r o n g l y a g r e e 
3 - a g r e e 
2 - d i s a g r e e 
1 - s t r o n g l y 
d i s a g r e e 
1 . T h e r e is r e a l l y n o w a y I c a n s o l v e s o m e of 
t h e p r o b l e m s I h a v e . 1 , 
2 . S o m e t i m e s I f e e l t h a t I ' m b e i n g p u s h e d 2 . 
a r o u n d in l i f e . 
3 . T h a v e l i t t l e c o n t r o l o v e r t h e t h i n g s t h a t 3 . 
h a p p e n t o m e . 
4 . I c a n d o j u s t a b o u t a n y t h i n g I r e a l l y s e t 4 . 
m y m i n d t o . 
5 . I o f t e n f e e l h e l p l e s s in d e a l i n g w i t h t h e 5 . 
p r o b l e m s o f l i f e . 
6 . W h a t h a p p e n s t o m e in t h e f u t u r e m o s t l y 6 , 
d e p e n d s o n m e . 
T h e r e is l i t t l e I c a n d o t o c h a n g e m a n y o f 7 . 
t h e i m p o r t n a t t h i n g s i n m y l i f e . 
Part F : Personal D a t a 
1 . (la) S e x : 1 . M a l e 2 . I 1 F e m a l e 
(lb) R e l a t i o n s h i p s w i t h S c h i z o p h r e n i c ： 
(Ic) S o u r c e s o f r e f e r r a l : 
2 . A g e : 
3 . E d u c a t i o n l e v e l ： 
4 . R e l i g i o u s b e l i e f ： 
5 . N o . o f y e a r s of b e l i e f : 
6 . M a r i t a l S t a t u s ： 
7 . H o u s i n g C o n d i t i o n : 
8 . H o w m a n y p e o p l e l i v i n g t o g e t h e r ( i n c l u d i n g y o u r s e l f ) ： 
9 . A r e y o u e m p l o y e d o r u n e m p l o y e d ? 
‘ e m p l o y e d ( p l e a s e a n s w e r Q u e s t i o n s 1 0 - 1 3 ) 
u n e m p l o y e d ( p l e a s e a n s w e r Q u e s t i o n 1 4 ) 
1 0 . F u l l t i m e o r P a r t - t i m e e m p l o y m e n t ? 
——Full t i m e 
P a r t - t i m e 
1 1 . Y o u r a v e r a g e m o n t h l y p e r s o n a l i n c o m e is ： 1 2 . Y o u r a v e r a g e m o n t h l y d i s p o s a b l e f a m i l y i n c o m e i s : 
1 3 . S o u r c e s of i n c o m e ： 
S a l a r y S u p p o r t e d b y r e l a t i v e s ( e . g . s o n ) 
O l d a g e s u p p l e m e n t C Z l P u b l i c A s s i s t a n c e 
D i s a b i l i t y A l l o w a n c e O t h e r s : 
1 4 . H o w m a n y p e r s o n s in y o u r h o u s e h o l d h a v e s e e n p s y c h i a t r i s t s o r 
c l i n i c a l p s y c h o l o g i s t s in t h e p a s t s i x m o n t h s ? ( i n c l u d i n g 
s c h i z o p h r e n i c s o f t h i s s t u d y ) 
4 � 
1 5 . H e r / H i s / T h e i r r e l a t i o n s h i p s w i t h y o u : 
R e l a t i o n H a v e b e e n s e e i n g L i v i n g w i t h 
p s y c h i a t r i s t s you for (No. 
c l i n i c a l p s y c h o l o g i s t s o f y e a r s \ 






1 6 . B e s i d e s y o u , w h o e l s e i s / a r e c a r i n g f o r s c h i z o p h r e n i c s ? 
1 7 . In t h e p a s t six m o n t h s , h a v e y o u s e e n s o c i a l w o r k e r ? 
Y e s N o 
1 8 . T y p e s of s e r v i c e s s o u g h t a n d y o u r d e g r e e o f s a t i s f a c t i o n w i t h 
s e r v i c e s : 







1 9 . w h a t k i n d s of h e l p d o y o u n e e d t h e m o s t n o w ? 
2 0 . D o y o u a g r e e o r d i s a g r e e t h a t s o c i a l w o r k e r s h a v e b e e n h e l p f u l t o 
一you .and y o u r f a m i l y ? 
4 3 2 1 
1 1 I I 
s t r o n g l y a g r e e d i s a g r e e s t r o n g l y 
a g r e e d i s a g r e e 
2 1 . If t h e r e i s a r e s i d e n t i a l s e r v i c e a v a i l a b l e t o y o u r s c h i z o p h r e n i c 
r e l a t i v e , w i l l y o u r e c o m m e n d it t o h i m / h e r ? 
—— Y e s 
—— N o 
U n d e c i d e d 
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